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SPECIAL PROBLEMS OF POOR 
SURGICAL RISKS AMONG THE AGED 


William B. Kountz, m.p., and Louis H. Jorstad, m.p. 


SuRGERY in older persons calls for more special consideration than in 
younger ones. We may often take for granted the general good health of 
the younger person, but in no instance may we do so for the older one. 
Apart from the surgical problems presented, there are often other conditions 
modifying the health of the oldster. 

Accordingly, before surgery—especially elective surgery—is undertaken 
in the older person, it is important always to evaluate carefully his state 
of health. Nichols (1) points out the possibility of estimating or making 
a forecast of the results of surgery from what he terms “the mathematical 
angle”—that is, in terms of figures and percentages in relation to the nor- 
mal life expectancy of the person past middle life. 

In contrast, too much emphasis can be placed on the actual age of a 
patient when it comes to medical treatment, and in consequence he may be 
left to suffer when he could be benefited by skillful medical and surgical 
treatment, with prolongation of his life and improvement of his health and 
comfort. 

A great number of monographs have been written on the principles of 
surgery as applied to different ages. Abt (2) in his Pediatrics expresses the 
opinion that surgical procedures must be modified in dealing with children. 
It is perhaps unnecessary to say that for older patients the primary surgical 
procedures are similar or identical to those used for younger ones. However, 
the state of health and functioning of the internal organs of the individual 
patient must be taken into account. 

In a discussion of problems of the aged, it is important to make clear 
what is meant by the term “‘age”’ or “‘aging.”’ We know that all living tissue has 
a period of growth, a period of maturity, and a period of decline or aging. 
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Physicians usually measure these periods in terms of years. The first period 
extends to the age of 20 to 22 years and ends soon after the completion 
of skeletal growth. Maturity begins at this time and extends to about 45 
years of age, when the decline of the reserve of physical and other body 
functions begins. Although this life period is usually marked by a decrease 
of sex functions, it is not known whether there is any direct relationship 
between involutional degeneration and disuse or whether it results from 
exhaustion (3). 

The second consideration in accounting for individuals past middle 
life is the variability in the rate of deterioration of the various organs and 
tissues. Such things as toxins developed in the body or infection may cause 
particular organs to decline more rapidly than others. Congenital factors 
may also play a part. The result may be a chronically diseased individual or 
one who is physiologically older than his years (4). 

Thus, in considering the term “aging’’ one must realize that the 
physiological state of the body, not the chronological age, is the more im- 
portant factor. Old persons may have relatively little degenerative tissue 
and be physiologically young, while younger ones may have degenerative 
changes in one or more organs and be physiologically old. 

Further, it should be borne in mind that the degenerative processes 
of the body may not be due entirely to intrinsic factors. Partial impairment 
of the function of the viscera may be due to an existing systemic disease or 
to excessive drinking, smoking, or overeating. Prolonged exposure of the 
body to certain noxious agents in industry may cause early degenerative 
changes. 

In the discussion of surgery in the aged, therefore, it must be remem- 
bered that one is not necessarily considering a centenarian, but, under cer- 
tain circumstances, much younger individuals who are functionally old. 
Owing to the extreme variability of both physiological and anatomical 
existence (5), one cannot generalize about the problems of the individual 
patient. The status of individuals past middle life must be evaluated care- 
fully before procedures are introduced that may disturb the physiological 
balance. 


PREOPERATIVE FACTORS 

In the preoperative period such factors as the nutritional balance of 
the patient must be considered (6, 7). In the elderly or debilitated patient 
the store of essential food substances is low. Plans should be laid therefore 
to maintain, as far as possible, a high essential food intake throughout the 
preoperative and postoperative periods. Whipple (8) calls attention to the 
necessity of maintaining a good protein balance and normal fluid electrolyte 
intake. Adequate blood protein and adequate protein maintenance are neces- 
sary not only to provide adequate cellular nutrition, but also to prevent loss 
of fluid into the tissue. The vitamins are especially valuable in wound heal- 
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‘ing. Vitamin C (9) is the one considered of greatest importance, since 
ascorbic acid is required in the production and maintenance of the inter- 
cellular substance (10, 11), especially in the capillary bed. Vitamin K (12, 
13) may be an important factor in control of hemorrhage. 

The present-day studies of cardiac function make it possible for the 
surgeon to determine ahead, and to compensate to some extent, for cardiac 
incompetence. With the present knowledge of blood transfusion and avail- 
ability of blood there is no excuse for operating upon markedly anemic 
patients. Hemoglobin and blood plasma determinations should be used in 
studying the depleted patient. 

It is important that all physicians advising surgery in patients of 
middle age, or beyond, should consider that there is such a thing as reserve 
in tissue functions (14). As an example, if one removes a damaged kidney 
in an individual with hypertension the result may be to reduce the total renal 
function below the functioning threshold and cause grave renal insuffi- 
ciency. It is extremely important for the surgeon to measure, estimate, and 
consider this factor before an operation on these organs (15). 


ANESTHESIA 

The type of anesthesia and postoperative care may vary to a consider- 
able degree, depending on the physical state of the individual. 

The choice of anesthetic for the debilitated individual depends on a 
number of considerations (16). As preanesthetic drugs, morphine and 
atropine have been advised. Barbiturates may be too prolonged in action. 
The essential point to remember about the anesthetic itself is that the drug 
must produce minimal visceral damage. This consideration is particularly 
important in dealing with debilitated and aged individuals, who are usually 
sedated more easily and more readily overdosed. 

One of the absolute essentials is the maintenance of a proper oxygen 
supply throughout the period of anesthesia. Aged patients have neither 
physical nor chemical reserve to permit depletion of oxygen. For a more 
detailed discussion, the reader is referred to papers on the subject (17-22). 

When a general anesthesia is used care should be taken to maintain 
patent airways and to prevent inhalation of vomitus and mucus. It should 
be the aim to minimize depression of physiologic functions, both in degree 
and period of time. 

FACTORS TO BE CONSIDERED IN UNDERTAKING SURGERY 

As for the actual surgery, it should be borne in mind that the tissues 
of the elderly patient are more tender and friable than those of younger 
ones, and that a slight tug may cause a serious tear (23). The loss of a 
small amount of blood in an elderly individual is more serious than in 
younger ones, owing to the lack of ability of the vasomotor system to con- 
strict and the heart to increase in rate and output (24). 

A consideration of the postoperative care of patients beyond middle 
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life is important. One of the factors is cardiovascular response. In the older 
patient the inability of the vessels to respond rapidly to changing conditions 
and blood volume may create a major hazard in an extensive operation. The 
instantaneous manner in which dilatation and constriction of the vascular 
system occur in young people provides an effective protection of great im- 
portance when rapid changes in size of the vascular tree are needed (25). 
Fluid injected into the body, whether it be sodium chloride or blood, may 
cause no burden on the younger cardiovascular system, but in the elderly 
person even small amounts may produce cardiovascular failure because this 
system is no longer easily distensible and the heart alone must dilate, and 
may fail. Likewise, the loss of a small amount of blood may not be tolerated 
by the elderly patient because of the relative inability of his vascular sys- 
tem to decrease or constrict. In the younger patient a change in the volume 
of the circulating blood may be adjusted to immediately by constriction or 
dilatation of the vascular tree, or by variation in the heart output or rate. 

Arterial tension is another factor to be considered. It is important to 
choose an anesthetic that will not vary the blood pressure a great deal. Even 
if the patient has hypertension, a drop in the blood pressure may upset the 
function of the tissues or, not infrequently, may cause a thrombosis of the 
small blood vessels. In the older patient a change in the cardiac rate or an 
abnormal rhythm at the time of or following a surgical operation may be 
of extreme significance, whereas it would have no importance in the younger 
patient (26). 

3ed rest after operative procedures tends to lower the blood pressure, 
decrease the cardiac output, and favor thrombosis. Cardiac infarctions have 
been known to occur following operation in individuals in the period of 
decline. There are two points to consider: one is that cardiac infarctions 
may occur after the operation from associated shock, but in our experience 
they are more likely to occur when elderly patients are permitted to get out 
of bed too soon, especially if they have been bedridden for a long period. The 
infarction following surgery is believed to be due to a drop in blood pressure 
and slowing of the circulation, which favor clotting of the blood in the 
vessel. 

The present trend toward decreasing the period of bed rest after oper- 
ative procedures in the elderly individual seems to be without sound founda- 
tion (27). It would appear that older individuals, whose reserve of physical 
strength is usually low, should be maintained at bed rest for a period at least 
after any condition that tends to produce strain or shock. Those who advocate 
early rising claim that the patient should be up a few days after the opera- 
tion. It is the general surgical experience that after major operations even 
younger people should have a period of bed rest. 

Many elderly individuals have a low basal metabolism rate. The exact 
nature of the low nutritional status of tissue in elderly patients, as mani- 














POOR SURGICAL RISKS 345 


fested by variable blood values and low basal metabolic rates, is not well 
understood. It has been our experience that the administration of thyroid 
in small doses up to % grain daily will improve the general health and the 
cardiovascular function of these patients. Therefore, our experience indi- 
cates it is well to consider the metabolism of older patients undergoing elec- 
tive surgery. 

Thrombosis or embolism may occur in patients who have diseased blood 
vessels. Cerebral thrombosis is particularly likely to occur (28, 29). It 
should be remembered that postoperative thrombosis or embolism may be 
prevented by avoiding conditions that produce circulatory stasis, such as 
change in blood pressure, constrictive bandages, keeping the body in one 
position, or prolonged dehydration, which increases blood viscosity. A study 
of the state of hydration of the body, according to the technique proposed 
by Drew, Scudder, and Papps (30), is of considerable value. These authors 
believe that a more rational approach to fluid administration and to detec- 
tion of circulatory collapse or other types of shock is necessary. It is well 
to bear in mind that these factors may be of considerable importance in 
determining the patient’s state when he is not doing well. 

The question of transfusions and intravenous administration of fluids 
in older people is important. Aside from the indications and contraindica- 
tions previously noted, we believe that intravenous administration of fluid, 
especially blood, may lead to thrombosis in the veins and dependent vessels. 
In a number of cases we found that transfusion and all intravenous fluids 
were best administered in small amounts. Quantities of not more than 100 
cc. of fluid, given intravenously, followed by a rest period of one hour, gave 
best results. Aside from heart failure, transfusions of even moderate 
amounts of blood were frequently associated with femoral and mesenteric 
and cerebral thrombosis. 

Once a clot has formed in the vascular system, the patient should rest 
and be given heparin or dicoumarol. Our experience has been that dicou- 
marol is the drug of choice. It should be administered carefully and the 
prothrombin time should be checked daily. 

Even more than in the younger patient, attention should be paid to 
the plasma chlorides and the CO, combining power, particularly in con- 
ditions of vomiting and diarrhea. The surgeon should follow the clinical 
rule (31) in restoring the normal body electrolytes. On the other hand, 
edema may occur from too much salt solution, particularly in conditions 
of debilitation and nephritis. Blood, chlorides are no index to the patient’s 
condition. 

Surgery of the genitourinary tract in older persons requires special 
consideration. Rapid changes may occur in the retention of urinary products, 
with acidosis. Not infrequently one finds a patient on the borderline of renal 
compensation who may easily be pushed into a diseased state by some sec- 
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ondary factor. An example may be cited. A 78-year-old patient entered the 
hospital three years ago with known prostatic difficulty. His NPN, CO: 
combining power, and blood chlorides were normal. The entering complaint 
was that he could not eat and had lost 20 pounds in weight. He was placed 
on an adequate diet but soon started to vomit. In the course of a few days 
the NPN was 180 and the CO, combining power had dropped to 20. Ade- 
quate fluid administration with six molar lactate intravenously caused a 
return to normal of the pH of the blood, and the patient ceased vomiting. 
X-ray studies indicated a small cancer of his stomach. It was resected. He 
is alive and healthy today. 

The respiratory system of the aged is particularly affected during the 
postoperative period. Pneumonia due to hypostasis and atelectasis is not 
infrequent. The patient prone to infection is the one who has a distorted 
thoracic cage due to bad posture or to changes in the intervertebral disks 
of the thoracic spine. The latter condition, which is fairly common, produces 
distention of the chest and low diaphragms which, in turn, makes ineffective 
such mechanisms as drainage of the lungs and cough (32). Pulmonary 
atelectasis occurs and is frequently the result of a thick tenacious mucus 
which the patient is unable to raise because of the reduced muscle power 
associated with deformity of his chest. Prevention of pulmonary vascular 
stasis by turning the patient often and keeping him in bed as short a time 
as possible is important. Abdominal pressure applied by means of a binder 
may improve the cough reflex. 

With relation to the intestinal tract, age itself does not greatly increase 
the hazards of operation. 

SUMMARY 

Old persons should not be denied the benefits of hospitalization or 
surgery simply because they are old. They should be managed exactly as if 
they were younger, except that more meticulous preoperative care is neces- 
sary and in the postoperative period care must be taken not to flood the 
circulatory system (35). In the aged strong purgatives are dangerous; 
simple enemas and mild laxatives are safer. 

Aged patients are subject to the same complications as younger ones, 
but to a greater degree. They require more exacting preoperative study; the 
us of anesthetic agents that offer minimal risk of visceral changes; greater 
gentleness in handling tissues easily injured by minor trauma; and strict 
postoperative procedure that will not overload a more rigid vascular system 
or result in dehydration. If such protective measures are applied carefully, 
the risk of surgery in old age is not as great as it is commonly believed to be. 
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Light heart, light foot, light food, and slumber light, 
These lights shall light us to old age’s gate. 
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DIET IN OLDER PEOPLE 


Wingate M. Johnson, M. D., F. A.c. P 


THE story has been told of the celebrated Dr. Janeway that a younger col- 
league once referred a patient to him for examination. After the great in- 
ternist had looked the man over, offered his diagnosis, and outlined a treat- 
ment, the patient asked what he should eat. “Eat anything you want,” 
replied Dr. Janeway, ‘““except creamed oysters.” Overwhelmed with admira- 
tion at this perspicacity, but too awed to ask any more questions, the patient 
later inquired of his own doctor how any man could be such a genius as to 
know that a perfect stranger could not eat creamed oysters. The lesser medi- 
cal light was honest enough to admit his own ignorance, but volunteered to 
ask the eminent one at the next opportunity. Dr. Janeway’s reply was, “I 
ate some myself the week before and they damn nar killed me!” 

This answer contains the basis for much of the advice given about diet. 
Doctors and dietitians, both amateur and professional, are very likely to be 
influenced by their own personal biases in telling their patients what to eat 
and what to let alone—or, to make a poor pun, what to chew and what to 
eschew. It is fortunate for the human race that it can adapt itself to a wide 
variety of foods. Vegetarian faddists long ago demonstrated that meat can 
be dispensed with for a time, at least. More recently Stefansson and his com- 
panions lived for nine months in the Arctic regions on meat alone. After the 
suggestion was made that the intense cold and their strenuous exercise 
enabled them to utilize more meat than would have been possible under 
ordinary conditions, he and his companions lived for a year in New York 
on an exclusive meat diet, with no increase in their usual amount of exercise. 
Complete physical examinations before and after the experiment indicated 
that they were in rather better condition at the end of the year than at its 
beginning. 

A counter experiment was conducted at one of our prominent univer- 
sities, the subject of which was shown to have greatly damaged his kidneys 
thereby. However, one wonders just how unbiased was this experiment, 
since it was financed by a grant from the president of a cereal company. It is 
true that reprints describing the Stefansson experiment were widely dis- 
tributed by the American Meat Packers Association, but Stefansson’s orig- 
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inal experiment was conducted in the Arctic, with no thought of its com- 
mercialization. 

The chief lesson to be drawn from the vegetarians and the meat eaters 
is the great adaptability of the human digestive apparatus. This quality serves 
us well from birth. It is doubtful if the population of our country would 
continue to increase if infants were not able to thrive on a wide variety of 
artificial feeding. 

PROTEINS 

In spite of Stefansson’s experience, there has been considerable preju- 
dice against meat—the chief source of protein—as an article of diet. The 
medical profession can justly be charged with part of the blame for this 
prejudice. Because an attack of gout may be precipitated by overindulgence 
in meat, it was long customary to restrict the intake of meat, especially red 
meats, for all patients with any form of arthritis. Many doctors forbid meat 
to patients with hypertension due to any cause. One medical institution in 
particular, which has branches scattered over the country, is permeated by a 
peculiar taboo against meats. The patients who go to this type of sanatorium 
are so thoroughly indoctrinated with the belief that vegetarianism is the 
strait and narrow dietetic path to physical as well as spiritual salvation that, 
with true missionary zeal, they try to convert all their friends. 

As people grow older they are likely to become more “finicky” about 
their diet, particularly if they lack sufficient teeth to provide satisfactory 
mastication. As the carbohydrate type of food is easily chewed, it is natural 
that it should come to occupy too large a place in the dietary. Many older 
people really suffer from protein deficiency, and are greatly benefited when 
an adequate intake of this important dietary essential is instituted. 

The word “protein,” it may be recalled, means “primary ; holding first 
place.” While younger and more active individuals need relatively larger 
amounts of protein, even an older person, unless there is some contraindica- 
tion, should have at least one gram of protein daily for every kilogram of 
body weight. 

VITAMINS 

Renewed interest in diet has been brought about by the discovery of the 
vitamins. While their recognition is of prime importance in dietetics, it is 
unfortunate that they have been exploited beyond all reason by various 
commercial houses. Constantly, by means of the radio and advertisements 
in newspapers and magazines, our patients are reminded of the dangers of 
failing to get their daily quota of vitamins and are urged to safeguard them- 
selves and their families by purchasing So-and-So’s Superconcentrated 
Vitamin Pills. Actually, Mother Nature is so lavish with the essentials of 
life that any normal person who eats a diet even fairly well balanced is in 
no danger of suffering from lack of vitamins. A thought worthy of empha- 
sis has been well expressed by McCollum and Simmonds: that, with the 
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exception of vitamin D, “the place to get vitamins is in the market, in the 
grocery store, from the milk man and from the garden, and not from the 
drug store.” 

This statement is not intended to mean that vitamin concentrates have 
no place in therapy. There are some conditions in which vitamins are not 
absorbed properly from the digestive tract, or in which, for one reason or 
another, the system needs an extra supply. In such cases supplementary 
vitamins should be prescribed. Some of the vitamins also have certain 
desirable side effects, apart from their nutritional value. For example, the 
vasodilating property’ of nicotinic acid (which causes rather unpleasant 
flushing when taken on an empty stomach) has been found to give relief 
from the familiar “‘crick in the neck.’”’ Large doses of vitamin A have proved 
effective in relieving the dry, itching condition of the skin often seen in old 
people. 

As more is learned about the vitamins, it is probable that their use will 
be extended still further, and perhaps their abuse will be lessened. 


Dietary Faps AND FANCIES 

All the publicity that has been given the vitamins, and the stress that 
has been laid upon the importance of a balanced diet, have made the public 
diet-conscious to an unfortunate degree. With the specters of pellagra, 
rickets, scurvy, anorexia, diabetes, eczema, asthma, dandruff, and various 
other ailments threatening him if he doesn’t consume his daily quota of 
vitamins, it is no wonder that the average citizen falls easy prey to any of 
the army of quacks who pretend to point the way to health through eating. 
It has already been noted that the human body has a remarkable ability to 
burn almost any kind of fuel for a time at least, and therein is the explana- 
tion for the success of so many of the quacks who specialize in food fads. 
It must be admitted, also, that not all the faddists are outside the pale of the 
medical profession. A “diet list’’ is so impressive to the average layman that 
it is a temptation to use it unnecessarily, for its psychic effect alone. 

As people grow older, they are more and more likely to become un- 
witting victims of dietary fancies. How often do we hear such expressions 
as “I can’t eat fish,” or “I can’t drink milk,” or “I never could learn to like 
spinach,” or cabbage, or what not. Often the victim of such fancies fully 
expects to become nauseated by the article in question—and he is seldom 
disappointed. Stefansson, in The Friendly Arctic, says that until he was 27 
years old he thought he could not eat fish. He admits that he might have 
learned sooner “if it had not formed such a fascinating topic of conver- 
sation.” 

It is true that there are rare cases of true allergy to certain foods. The 
great majority of food fancies, however, are purely imaginary, and can be 
overcome by the exercise of sufficient will power. 

The idea that certain “combinations” of food are either helpful or 
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harmful is exploited widely by certain quacks, who wax financially fat on 
human credulity. One man with a large following, for instance, condemns 
the age-old custom of eating meats and starches in combination. Other food 
faddists insist that foods should be eaten raw. This list of the varieties and 
subvarieties of quacks might be lengthened indefinitely, but it would be 
dreary reading. 

DIETING 

Perhaps the most dangerous dietary fad just now is limited almost 
entirely to the fair sex—that of dieting to get thin or to remain so. Like 
many other faults, it is the shadow of a virtue. Unquestionably, of the 
two extremes, leanness is preferable to obesity, especially after middle 
age. I have often remarked that the practice of medicine would be made 
much easier if I could persuade my male patients to diet more and my 
female patients to diet less. 

The accumulation of a great excess of fat on the body throws a tre- 
mendous extra burden on the heart, kidneys, and gastrointestinal tract. 
Any insurance man will testify that the obese person is an undesirable 
risk. Even more important than the lessened life expectancy, however, is 
the sacrifice of some of the zest of living. To carry around the extra load 
of fat is really burdensome and fatiguing. The large meals usually con- 
sumed tax the digestion and deprive the brain of part of its quota of blood, 
and thus its efficiency is lowered. 

William Beaumont’s studies on the physiology of digestion, made 
more than a hundred years ago, are well known, and most of his con- 
clusions are accepted today. One of the wisest of them was as follows: 

“There appears to be a sense of perfect intelligence conveyed from 
the stomach to the encephalic center, which, in health, invariably dictates 
what quantity of aliment . . . is naturally required for the purposes of 
life . . . It is not the sense of satiety, for this is beyond the point of 
healthful indulgence, and is nature’s earliest indication of an abuse and 
overburthen of her powers to replenish the system. It occurs immediately 
previous to this, and may be known by the pleasurable sensation of perfect 
satisfaction, ease and quiescence of body and mind. It is when the stomach 
says enough, and is distinguished from satiety by the difference of the 
sensations—the former feeling enough—the latter, too much.” 

It should be part of the preventive program of geriatrics to teach our 
patients to avoid the “middle-age spread” by learning to stop eating when 
the point of satisfaction is reached. Patients who have already acquired a 
paunch and jowls can be given reduction diets and simple calisthenics to 
help them regain some of their youthful figure. It is important to include 
in such a diet the protective foods—milk, green vegetables, and some fruit. 
The milk may be skimmed, yet will still contain its quota of calcium and 
vitamins, except vitamin A. 

Except in the rare case of the individual who is very thin or very 
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fat because of some glandular disturbance, most people have it within 
their own power to keep their weight within proper limits. Our flapper 
fanatics have proved, with a determination worthy of a better cause, that 
it does not require an exceptionally high degree of intelligence to reduce 
and stay reduced by attention to diet. The sensible course is to keep in 
the middle of the road, avoiding either extreme. For men and women 
under 25 years of age, a few pounds extra are desirable. The further 
beyond that birthday one gets, the more is a slender figure to be desired; 
for the specter of tuberculosis begins to recede and the diseases to be 
dreaded are diabetes, ‘high blood pressure, arteriosclerosis, and nephritis. 
Overfeeding is a cordial invitation to all this group of diseases. 

The soundest advice we can give our patients concerning diet is to 
eat temperately of a balanced diet at regular intervals and under the most 
pleasant surroundings possible. The lapse of three centuries has not les- 
sened the wisdom of Bacon’s observation: “To be free-minded and cheer- 
fully disposed at hours of meat and of sleep and of exercise, is one of the 
best precepts of long lasting.” 


DISCUSSION 





By Martrorp W. TuHeEw tis, M.D. 
Dr. Johnson has given a common 
sense approach to the problem of feed- 
ing older persons. I am in accord with 
all he has said. I am sure Americans 
eat too much, too often, and too rapid- 
ly. On every corner there is a restau- 
rant or “stomach filling station’ which 
serves “vitamin-fortified” orange juice 
or something similar. The constant 
urge to eat or drink is evident. Then 
we have cocktail lounges that cater to 
our desires by serving salted nuts or 
foods which increase thirst, followed 
by a temporary increase in appetite. 

Fortunately the vitamin racket stage 
is diminishing in intensity. It is true 
that an ordinary diet contains suff- 
cient vitamins and that it is far better 
to buy vitamins in foods rather than in 
pills. 

The “red meat” taboo has been in 
our midst for years, and there are still 
some physicians who warn hyperten- 
sive patients against “red meats.” It 
should be remembered that there is no 
difference between red and_ white 
meats, and that animal proteins are 
necessary in the human diet. 


Proteins, salt, and water are the 
sheet anchor in the elderly person’s 
diet. It is often deficient in calcium 
and vitamin C; the older person should 


» have a pint of milk a day and a full 


glass of orange or grapefruit juice. | 
have found these to be the most com- 
mon deficiences in the diet of the aged. 

Another important factor is the ques- 
tion of overeating, especially of carbo- 
hydrates and fats. Too much anima! 
fat in the diet may affect the blood 
vessels. That it does so has not been 
proved except in animals, but I be- 
lieve a low cholesterol diet has some 
advantages for older persons. 

Too much food is a curse and causes 
much difficulty in old age and no 
doubt shortens life in many instances. 
“The lean live longest,” as the medi- 
cal profession has always known. 

Old people sometimes have dietary 
habits that may be detrimental in many 
respects—but they have lived on this 
regimen for years. Therefore, the wise 


»physician will hesitate to change the 


old man’s diet, even if it is a poor one. 
Old people do not react well to changes 
in their habits. 


pee 


AMBULATORY ILLNESS IN 
OLDER PERSONS. 
Malford W. Thewlis, m. p. 


PHYSICIANS are inclined to become more and more hospital-minded. Many 
medical men returning from the armed forces are so hospital-minded that 
they are at a loss to treat an old person unless he is hospitalized. Thus, 
hospitals are crowded by older patients who are undergoing X-ray and 
laboratory examinations which could be done as well in a physician’s office 
or in a diagnostic center. 

It is not my purpose to underestimate the importance of hospitals; I 
merely wish to point out that the majority of human illnesses are of an 
ambulatory nature and do not require hospital treatment; that if these 
ambulatory conditions were properly cared for, many illnesses would be 
prevented and there would be fewer demands upon insurance agencies which 
are paying for hospitalization. Now that hospitals are so crowded, it is be- 
coming necessary to establish patient priority systems. Thus, there will be in- 
creasing difficulty in admitting patients except in emergencies. This state of 
affairs will probably become more acute as time goes on. 


INCIDENCE OF AMBULATORY ILLNESSES 

As far as I know, there are no available statistics on ambulatory ill- 
nesses. The Public Health Service does not have figures that give much 
help along this line. It is known, however, that more persons are suffering 
from arthritis than from cancer and that most of them are ambulatory for 
years. As a matter of fact, it is amazing to find crippled people who manage 
to get around and accomplish so much. I have seen men with deformed 
fingers perform feats of sleight of hand and have known some who worked 
in factories on delicate machinery. 

To ascertain the proportion of ambulatory illnesses, I questioned forty 
persons in the older age group who had a total of 100 persons in their 
families. Over a period of five years there were comparatively few hospital 
entrances or house calls made by a physician for these patients. Below is a 
list of office visits, house visits, and hospital entrances for this group: 

Number of office visits in 1 year............... inc nie 

Number of office visits in 5 years 
Number of house visits by physician in 1 year........ 126 
Number of house visits in 5 years 
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Hospital entrance for medical treatment in 5 years 10 
Hospital entrances for surgery in 5 years 6 


In this group one patient with congestive heart failure had received 300 
house visits from a physician in five years ; otherwise the incidence would be 
lower. 

This study is too small in scope to be considered significant. The next 
hundred families questioned might present an entirely different picture. 


House AND HospitTaL VISITS 

It seems probable that a fair percentage of house visits are requested by 
patients who could safely consult a physician in his office. A record of home 
visits kept in my office shows that the majority of them were unnecessary. 
Many patients admittedly call a physician because “it costs little more to 
have him come than it does to go to him.” 

This embryonic study tends to indicate that hospital patients are not so 
frequently found as one might suppose. Among 1800 patients who made 
office visits only 16 required hospitalization. 

House visits are often unsatisfactory because the physician’s attention 
is distracted by relatives and friends. Frequently two or three members of 
the family ask the physician to take blood pressure estimations after the 
patient has been examined. Moreover, it is difficult to make a complete 
examination at the bedside. 

The ambulatory patient who comes to the physician with a temperature 
of 100.5° F. and an upper respiratory tract infection can have an immediate 
chest X-ray examination and blood counts made—that is, if the physician 
or diagnostic center is equipped properly. A diagnosis of mild atypical 
pneumonia of unknown origin may be established, and the patient advised 
to remain in bed until he is entirely well. If he had sent for a physician, the 
chances are that no roentgenogram would have been made immediately, no 
blood cell counts estimated, and the patient, not feeling very ill, might have 
been walking around the house for a week. Since physical examination did 
not reveal any definite pulmonary changes, a diagnosis of pneumonia would 
probably have been delayed. Thus the patient who took a taxi and came to 
the office in spite of slight fever had a better chance of recovery than the one 
who remained at home. 

One might ask, ‘““Why not hospitalize the patient immediately?” Surely, 
if one followed this rule, patients would be better off, but there would be no 
hospital beds left for the more seriously ill. As it stands now, it is extremely 
difficult to admit a patient to a hospital on short notice. Naturally there are 
cases in which it would be detrimental for a patient to leave his home. One 
would not expect an old person with fever and prostration or abdominal pain 
to leave his bed. However, if one’s mind is focused on prevention, many of 
these home and hospital illnesses can be prevented. When home care is 
necessary there should be some arrangement whereby practical nurses could 
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assist, since trained nurses are unavailable. Incidentally, many old people 
cannot afford their services. 

Of course, not all offices are equipped to handle X-ray and laboratory 
examinations, but there should be some set-up in each community where 
ambulatory illnesses can be cared for. A diagnostic center in each section 
could handle these ambulatory patients satisfactorily. If more statistics on 
ambulatory illnesses were available some provision would be made to care 
for these patients. I believe there should be a portable laboratory which could 
take care of electrocardiograms, X-ray, and laboratory examinations at 
reasonable cost in the homes when necessary. There is one large clinic which 
examines ambulatory patients and refers them to hospitals when required. 


OLpER Persons AND HospPITALs 

Many older persons refuse to go to a hospital for X-ray or laboratory 
studies. Others will accept hospitalization if a private room is obtainable. 
As a result, these patients postpone examinations or wait until they find 
some physician or group equipped to handle them as ambulatory patients. 
There is no sound reason. for hospitalizing a patient for blood cell counts, 
sedimentation rate, X-ray examinations, radiotherapy, basal metabolism, 
electrocardiograms, or for a complete physical check-up. Few hospitals have 
room to spare; they are too involved in the care of acute illnesses to handle 
work of an ambulatory type. 


CoMMON AMBULATORY AILMENTS 

Stubborn old people often refuse to undergo examination until they 
can find some justification in their minds for having studies made. The two 
most common ailments that bring patients to a physician’s office for a thor- 
ough examination are “colds” and skin diseases. There is a certain amount 
of mental depression that accompanies “colds,” and people are likely to 
worry. Skin diseases often cause the elderly to request an examination. Most 
people think that skin diseases are due to some internal disturbance; con- 
vinced of this, they readily submit to a general examination. 

An example came to my attention a short time ago. A man aged 63 
had been a town clerk for thirty-five years. He had never enjoyed a vacation 
and he had never had a physical examination. He worked long hours and 
besides his regular duties as town clerk was president of a local bank, secre- 
tary of a church, secretary of a cemetery association, and on many local 
committees. He dreaded a physician’s examination, but a severe itching of 
the skin due to eczema brought him to the office for a thorough check-up. 
His blood pressure reading was 210 mm. systolic and 140 mm. diastolic. 
He also had macrocytic anemia (red blood cells 3,620,000 per cu. mm., cell 
volume per cent, 38.5). Serologic and blood chemistry tests were normal. 
The electrocardiogram showed left axis deviation. 

He was advised to take an immediate vacation and to arrange to elimi- 
nate all duties not connected with the town clerk’s office. At the end of the 
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first week’s vacation he was much improved; the blood pressure was 142 
systolic and 90 diastolic. Had this patient not had a pruritic skin eruption 
and accordingly consulted a physician, his physical handicaps might have 
remained undetected until a physician was called to treat cerebral apoplexy. 

One might conclude that a geriatrician should know something about 
dermatology, since so many people first consult a physician because of a 
skin eruption. ‘ 

The most common diseases of ambulatory illnesses in my experience 


are: 

“Colds” Cardiovascular disease 
Chronic sinusitis Prostatic hypertrophy 
Chronic bronchitis Cystitis and pyelonephritis 
Skin eruptions, especially pruritus Cancer 

Arthritis and fibrositis Hemorrhoids 

Sciatica and lumbago Trichomonas vaginalis 
Nutritional disturbances Peptic ulcer 

Anemia Minor injuries 


Diabetes mellitus 


CHRONIC AMBULATORY ILLNESSES 
Many persons remain ambulatory for years with such chronic diseases 
as arthritis and cardiovascular disease. Incapacity is the end result, but it 
may be postponed with treatment. Persons with arthritis or fibrositis may 
be kept comfortable for a long time with physiotherapy. Cardiovascular 
disease, especially congestive heart failure, may yield satisfactorily to mer- 
curial diuretics and digitalis when given at regular intervals. 


PREVENTIVE GERIATRICS (GERATOLOGY ) 

Ambulatory patients offer an excellent opportunity to practise preven- 
tive geriatrics. Much suffering and illness can be prevented by discovering 
and correcting abnormalities. Study of diets and the correction of dietary 
faults will often prevent illness in the elderly. There are nutritional de- 
ficiencies that cause skin eruptions and other disorders in elderly persons, 
and correction of these deficiencies may prevent other diseases. 


IMPORTANCE OF INFECTIONS 

Infections in the aged cause many deaths, perhaps more than any other 
condition. The physician who detects infection, whether focal or systemic, 
may prevent later complications. Many infections yield to penicillin and 
other antibiotic substances, and if the patient is not too ill this therapy can 
be administered while he is ambulatory, in some cases by oral administration. 
Cystitis and pyelonephritis are often relieved by sulfonamides. Fortunately 
high blood concentrations are not required in urinary tract infections ; there- 
fore, smaller amounts of the drug given for ten days each month for three 
months may completely relieve such infections. Pyelonephritis and cystitis 
cause a variety of complications in the elderly, especially when senile patho- 
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logic changes are present in various organs; such changes might remain 
symptomless unless aggravated by an infection. 

Blood cell counts and sedimentation rates give adequate checks on the 
progress of treatment of infections. These tests should be office procedures. 


CoRONARY INSUFFICIENCY 
While routine fluoroscopic examinations of the chest and electrocardio- 
grams may not indicate future coronary occlusion, there are suggestive evi- 
dences of coronary insufficiency which, if heeded, might prevent occlusion 
in some instances. Too little attention has been given to minor attacks of 
substernal pain and dyspnea. A short rest for these persons with coronary 
insufficiency might ward off an attack of coronary occlusion. 


ARTERIAL HyPERTENSION 

The greatest number of ambulatory patients probably come for treat- 
ment of arterial hypertension. Many times this condition is discovered by 
accident ; often the patient would be happier and live longer if he did not 
know that it existed. Sometimes treatment including the arrangement of a 
weight reduction program, rest periods, and superficial psychotherapy is 
successful. It is astonishing how successful superficial psychotherapy is in 
treating many illnesses of old age. If the physician takes ample time to 
talk with his patients, to obtain a good history, and to make a thorough 
physical examination he will be rewarded by sparing his patients much 
suffering. 

ACUTE ILLNESSES 

If a physician devotes more time to ambulatory illnesses and the pre- 
ventive angle of geriatrics, there will be fewer acute illnesses requiring house 
and hospital visits. There will always be patients who wait until they are 
seriously ill before consulting a physician; they look upon the physician as a 
plumber who should be called only to plug up the leaks when the pipe bursts. 

I know of a man, aged 70, who had not consulted a physician for years. 
He worked steadily, but neglected himself medically. His wife and children 
consulted physicians frequently. He died suddenly in the middle of the 
night, before the physician arrived at the bedside. Of course, the physician 
could not establish the diagnosis, since a post-mortem examination was 
refused. The cause of death stated on the death certificate was a guess, of 
no scientific value. It is such cases as this one that make mortality statistics 
unreliable. 

SUMMARY 

Ambulatory illnesses in aged persons are much more frequent than 
those requiring hospitalization. 

There is no accurate record of ambulatory illnesses. 

Hospital and house visits are comparatively rare compared to the num- 
ber of office visits made by ambulatory patients. 
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Better physical examinations and X-ray and laboratory tests are essen- 
tial to prevent future illnesses in the aged. 

Many old people refuse to go to a hospital for an examination. These 
patients can be examined in a physician’s office or in a diagnostic center. 

There should be diagnostic centers available for ordinary laboratory 
and X-ray examinations to take care of ambulatory patients. 

If ambulatory patients are forced to go to hospitals for adequate ex- 
aminations, there will be little hospital room left for the care of those more 


seriously ill. 


Ambulatory illnesses often bring in patients for complete medical 
examinations. Skin diseases frequently cause patients to consult a physician. 

A list of ambulatory illnesses is given. 

Nutritional deficiencies should be corrected in every ambulatory patient. 

More time devoted to aged persons and more thorough examinations 


are advocated. 


Infections, especially pyelonephritis and cystitis, should be treated 


early. 


Anemia should be properly treated and blood cell counts done periodi- 


cally. 


Discovery of coronary insufficiency and proper treatment may prolong 


life in some cases. 


Tuberculosis should be searched for in elderly persons. 
Diabetes mellitus is not uncommon. 


DISCUSSION 
BY ALBERT MUELLER-DEHAM, M.D. 

Dr. Thewlis has chosen a topic for 
his paper which is not only timely but 
also of the highest practical importance, 
namely, the frequent overdemand for 
hospitalization and the importance of 
a proper selection of patients for hospi- 
talization and for ambulatory care. He 
speaks with the authority and discrimi- 
nation acquired by a lifelong study of 
the aged. 

I am so much in accord with his 
argument and conclusions that I can 
only offer a few supplementary re- 
marks. 

First, the problem of hospital beds 
will become even more pressing, if 
and when an essential extension of 
health insurance occurs. Many pa- 
tients would then demand _hospitali- 
zation as their right, on their own 
evaluation and wishes. 


It would be a simple but impossible 
answer to provide as many beds as 
requested. But the cost would be pro- 
hibitive and the hospitals could not be 
adequately manned and equipped. This 
is one of the factors that cause every 
budget of public or private health in- 
stitutions to become illusionary. The 
next consequence would be a regimen- 
tation of medical practice quite beyond 
the intentions and promises of the leg- 
islators and administrators, who, while 
often well meaning, are far from ex- 
pert. 

Second, an important factor in driv- 
ing aged persons into institutions is 
the lack of home nursing. In many 
cases no one is available or willing to 
perform this function. Women are fre- 
quently worse off than men. An or- 
ganization of visiting and practical 
nurses in a community could improve 
many of these deficiencies. And why 
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do we have paid or voluntary baby- 
sitters only, and not aged-sitters as 
well ? 

Third, a telephone call to the doc- 
tor’s office may give rise to the sus- 
picion of an acute condition, be it 
infectious, cardiovascular, or abdomi- 
nal. Under such circumstances a pre- 
liminary home visit may be necessary 
to decide whether the patient can be 
safely brought to the doctor’s office. 

I am sure Dr. Thewlis will agree. 
I have seen elderly persons come to 
the waiting room with a severe coro- 
nary thrombosis or pulmonary edema. 

Fourth, I should like to support the 
suggestion of Dr. Thewlis that facili- 
ties for portable X-ray and electro- 
cardiogram examinations and for tak- 
ing laboratory specimens should be 
made easily accessible to all practicing 
physicians of a community. Such fa- 
cilities would save many hospital beds. 

Fifth, let us assume that in a given 
case a decision has been made that 
the condition is not suitable for am- 
bulatory treatment. Then the question 
of home or hospital crops up. It is 
usually very easy to answer in surgi- 
cal conditions. Moreover, the decision 
is always influenced by the personali- 
ties of both doctor and patient. One 
may have to fight either a stubborn 
resistance to leaving home or an un- 
reasonable demand for institutional 
care. 

This problem may also be very diffi- 
cult in severe internal ailments. Trans- 
porting an individual with pulmonary 
edema or severe acute coronary in- 
farction may be dangerous. I remem- 
ber reading in a handbook that the 
author would prefer to bring a case 
of typhoid fever from Bombay to 
Europe to transporting a patient with 
pulmonary edema from one room to 


another. This is obviously a gross ex- , 


aggeration, but an exaggeration with 
some underlying truth. Even inside a 
hospital I have seen grave conse- 
quences resulting from overzealous 
residents who sent a patient with such 
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a critical condition into the X-ray or 
electrocardiograph laboratory. 

Lastly, the doctor himself is a de- 
termining factor in such cases. One 
is able to make his diagnosis on clini- 
cal grounds with reasonable certainty, 
with laboratory work reduced to es- 
sentials. Another depends greatly on 
findings and _ consultations. Conse- 
quently, the first can shoulder the re- 
sponsibilities of home treatment with 
a good conscience, whereas the other 
plays safe and burdens the hospital 
with another patient. 

I have not mentioned these difficul- 
ties in any sense as objections to the 
excellent presentation and sound rec- 
ommendations of Dr. Thewlis. I heart- 
ily agree that the overwhelming ma- 
jority of patients—of any age group— 
can and should be treated in the phy- 
sician’s office, to the good of their 
health, spirits, and purses. His ad- 
vocacy of early and prophylactic treat- 
ment of senescents deserves full con- 
firmation. 

It is not only important but also de- 
sirable that the public should learn 
something about his conclusions. In 
this way a better orientation for using 
medical service economically and ad- 
vantageously would be obtained. 


DISCUSSION 
BY Epwarp B. ALLen, M.D. 


Dr. Thewlis stresses the prevalence 
of ambulatory illnesses in old people 
and the need for careful selection and 
treatment, to prevent sending patients 
unnecessarily to hospitals that are al- 
ready overcrowded. He gives practical 
illustrations of the difficulties that arise 
when we try to treat these patients in 
their homes and the advantages of 
having them come to the physician’s 
office. He also points out that physi- 
cians returning from military service 
are conditioned to hospital care for 
their patients. His remarks are timely. 

An article entitled “The Status of 
the General Practitioner, Present and 
Future,” by Drs. S. A. Thompson and 
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S. B. Thompson, in the June 8 issue 
of the Journal of the American Medi- 
cal Association, is interesting in this 
connection. The authors point out that 
many men returning from the Army 
will be conditioned to hospital care and 
to seeking only the advice of special- 
ists. The authors suggest remedies for 
this trend, but they are in the nature 
of adding more general practitioners 
to hospital services, and do nothing 
toward alleviating the crowding of 
these services. 

Dr. Thewlis offers a constructive 
suggestion to relieve hospital services 
by the establishment of diagnostic cen- 
ters for laboratory and X-ray examina- 
tions of ambulatory patients. 

I believe that the most important 
element in keeping patients out of hos- 
pitals and making them amenable to 
office visits is the personality of the 
physician. The physician must be re- 
ceptive and take time to listen to his 
patients. So few people ever find any- 
one who will take time to listen to them 
and let them explain their point of 
view. I can recall several psychoneu- 
rotic and paranoid patients I have kept 
out of mental hospitals by seeing them 
frequently and letting them tell me 
their troubles. I have seen a chronic- 
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average of once a month for the past 
fifteen years. I feel I have enabled her 
to maintain a residence outside a hos- 
pital. A paranoid patient of mine will 
often stop in the midst of a denunci- 
atory tirade in my office and exclaim, 
“Doctor, you don’t believe all the crazy 
things I tell you, do you? But some- 
how I always feel better after telling 
them to you.” 

One important factor that should be 
kept in mind is the question of timing 
—of when to send a patient to a hospi- 
tal and when not to. And the timing 
should be such that the patient will 
require the shortest amount of time 
under hospital care. 

The hospital staff should not only 
treat the patient’s disease but also 
give attention to his personality and 
endeavor to re-educate him so that he 
will not need to return to the hospi- 
tal. This objective is being accom- 
plished in many large general hospi- 
tals by calling in psychiatrists in con- 
sultation on patients suffering from 
psychosomatic diseases or syndromes. 
The psychiatrist endeavors to help such 
patients change their philosophy or 
attitude toward their illness and to 
manage their lives better in the future 








ally psychoneurotic woman on the —and at home if possible. 


THE LAST OF LIFE 
WRITING under this title, the Lancet* comments that “fifty years have passed 
since Charles Booth wrote his classical book on the condition of the aged poor 
in England and Wales, a survey which for the first time demonstrated the close 
connexion between old age and poverty.” Now social services have taken away 
the worst sting of poverty and have made it possible to aim more at the promo- 
tion of happiness than the mere preservation of existence. 

At the same time, the population is steadily aging, and a growing number 
of organizations, official and voluntary, are taking an interest in old people. 
From the information they have gathered certain points emerge: namely, that 
the great majority of old people cling to their independence; are anxious to 
preserve a home of their own; have a fear of institutions and a dread of regi- 
mentation; and yet are unwilling to be “lost” or left entirely to their own 
resources. The value of clubs, hostels, and housing projects for the aged is 
indicated. 

*March 9, 1946. The following publications on the welfare of the aged are noted: Old 
People’s Welfare (National Council of Social Service, 26 Bedford Square, London, W. C. 


1, England; 1s. 6d. post free); Hostels for Old People (Friends’ Book Centre, London, 
ls, 6d.) 











THE MENTAL HYGIENE OF AGING 


Clifford Leland Williams, m.p. 


Ir Is natural to expect a certain amount of mental as well as physical decline 
in persons who are growing older, particularly in those over 65 years of age. 
Such things as failing of the recent memory, the retention of remote 
memory with reminiscence, the getting more “set in their ways,” even to 
the point of stubbornness, and mild impairment of judgment and reasoning, 
are all considered normal. The question then arises: how much decline or 
impairment of the mental faculties can we consider normal in the aging 
process? Further, at’ what point in this decline or impairment should people 
be considered mentally sick and their care and treatment, accordingly, take 
on the characteristics of a therapeutic approach psychiatrically? At present 
these questions defy answer. 

The programs of the ‘public health departments in improving condi- 
tions for more healthful living ; the program of the pediatrician in practising 
preventive medicine since the turn of the century; and the various safety 
campaigns being promoted and carried on—all have worked wonders in the 
extension in the last fifty years of the average life expectancy at birth. Only 
in the last few years, however, have a few physicians begun to consider the 
problem of aging. 

In psychiatry—and no field of medicine has felt the impact of geria- 
trics more than this one—this impact has made itself felt in the great in- 
crease in the number of patients being committed to our state hospitals— 
an increase for which our facilities for care and treatment, as well as for 
study, are entirely inadequate. The statistics of this increase in relation to 
the available facilities are extremely interesting and thought provoking. 

Table 1 shows that in the 22-year period from 1923 to 1945 there was 
a 150 per cent increase in admissions of persons aged 60 and over to our 
state hospitals, and a 116 per cent increase in resident patients of the same 
age group. 





Reap before the Institute on Geriatrics sponsored by the Indiana University School of 
Medicine and the Indiana State Board of Health, Indianapolis, May 22, 1946. 
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TABLE 1 
Percentage 
1923 1945 Increase 


First admissions, aged 60 and over, to 


Indiana mental hospitals.............. 223 558 150 
Patients present, aged 60 and over, in 
Indiana mental hospitals ............. 1420 3077 116 


The Indiana Council for Mental Health recently conducted a survey 
in Indiana in an effort to determine the number of senile mental cases for 
whom no institutional facilities are available. The results of this survey tend 
to show that there is a possible potential load of 1763 senile mental cases. 
Of this number approximately 500 should have institutional care, as their 
condition is such that caring for them outside an institution is extremely 
difficult. If these cases increase proportionately in the ratio that the popula- 
tion over 65 is expected to increase by 1980, there would be in that year an 
estimated 4300 senile mental cases of whom roughly 1200 should have in- 
stitutional care. It should be pointed out that these figures are only esti- 
mates. However, on the basis of past experience they may even prove to be 
too low. It should be further pointed out that these statistics represent a 
group for whom our state at present makes no provision for institutional 
care. They are in addition to the cases represented in Table 1. 

Since the state hospitals have not been able to keep pace with the prob- 
lem and expand their facilities sufficiently to absorb all the cases committed, 
there is a damming back into the communities of these cases. The com- 
munities, accordingly, are face to face with the problem. With the large 
number of senile mental cases in the communities the problem is forcing 
itself upon family physicians, social workers, and public officials. As yet 
there is no clear solution of the problem. To the family physician the situa- 
tion is annoying because there is so little he can do in treating these patients. 
Further, he has had practically no training in geriatrics and has probably 
only seen a title or two of articles on geriatrics in the medical literature, 
which he has not read for lack of time and interest. It is time for more 
members of the medical profession to deal with the problem, before social 
workers and other officials are forced to tackle it without their assistance. 
The medical profession can furnish much technical and detailed informa- 
tion that should be considered in meeting it. 


INSANITY, MENTAL ILLNESS, AND SENILITY 
There is one question that is rather confusing in relation to senile cases, 
namely, are these really cases of mental illness or insanity? One will fre- 
quently hear many of the laity and some of the profession say these cases 
are “just senile, not insane,’ 
not cases of mental illness. 


which is almost the same as saying they are 
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For the sake of clarity let us review what is meant by insanity. “In- 
sanity” is a legal term—the finding of a court of competent jurisdiction 
under the law, this finding being made for persons whose behavior is such 
that society can no longer tolerate them. Almost all, but not all, persons who 
are found insane by a court do have a psychosis or mental illness that is 
the cause of the abnormal behavior of which society is trying to rid itself. 
However, it must be pointed out that certain persons of psychopathic per- 
sonality without psychosis are committed by courts because their behavior is 
such that society can no longer tolerate them. Thus it can be seen that a 
finding of insanity by a court is not always absolute evidence that the person 
found insane is suffering from a mental illness or psychosis. 

Everyone readily accepts a finding of insanity or mental illness in a 
younger person whose sensorium shows various and sundry defects, such as 
emotional irritability, delusions, memory defects, and mild disorientation, 
regardless of whether the cause is a bacterial organism or is unknown, as 
in cases of dementia praecox. Then why should the same sensorium defects 
of emotional irritability, delusions, memory defects, and disorientation in a 
person of advanced years be dismissed as merely evidences of senility? In 
the latter case there is a general conception, poorly understood, that the 
process of aging, which is not abnormal, is the cause for the mental symp- 
toms, and that the mental symptoms should therefore be considered normal 
and the patient “just senile.” 

It is the opinion of this writer that aged persons showing these sen- 
sorium defects are suffering from a mental illness no less than younger 
persons who show similar sensorium defects. Further, that in cases where 
the mental illness of the aged person is the basis of a behavior pattern that 
is intolerable to society, that person can justly be committed by a court, just 
as a younger patient is committed. Further, that these cases rightfully fall 
within the province of the psychiatrist, and that psychiatry should spend 
more thought and energy in studying the problem and trying to arrive at a 
better solution. However, the author hastens to add that he is not at all in 
sympathy with those who attempt to commit mild cases merely to get rid of 
the patients, or to permit the children to keep up with their social engage- 
ments or to commit their parents for the convenience of not having to care 
for them. 


CHANGES IN THE Nervous SystEM WitH AGE 


While numerous studies and observations have been made over a num- 
ber of years on various isolated pathologic conditions of the nervous system, 
it is only in the last few years that these isolated studies have been collected 
and correlated and considered as a whole from the point of view of geriatrics. 

Critchley (1) points out that the pathogenicity of old age remains 
a subject of controversy. Certain authorities view the aging process as inev- 
itable and essentially physiologic, while others believe that old age is a dis- 
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ease. Since the pathologists have not as yet arrived at a conclusion, it is 
logical for the clinicians and psychiatrists to be in some confusion regarding 
the subject. The attitude of the clinicians is carried over to the laity, who 
jump to the conclusion that these cases are “‘just senile.” 

It might be well to review here some of the more salient findings of 
pathology in this process, whether physiologic or pathologic. 

In old age the meninges are usually thickened, and may be adherent to 
the skull. There may be calcification of the meninges. The brain shows gen- 
eralized atrophy and is smaller than the normal adult brain. Thewlis (3) 
quotes Nascher, who stated that the brain lost about 100 grams of weight 
in advanced age. With this generalized atrophy the convolutions are shrunk- 
en and smaller, with a resultant widening of the sulci. 

This atrophy appears to manifest itself particularly in the frontal 
region, and secondarily in the occipital region. The writer has seen a few 
cases where it was evident in the temporal regions. This change is due to 
atrophy and degeneration of the neurones and their replacement by non- 
functioning neuroglial cells. The ventricles show various degrees of dilata- 
tion. Microscopically there is atrophy of the neurones, with proliferation of 
the neuroglia. There are various deposits through the substance of both the 
gray and the white matter, such as amyloid deposits and free iron. Senile 
plaques, consisting of annular or stellate argentophil formations, are found 
scattered through the cerebral regions. Although these senile plaques are 
commonly present, they are not pathognomic of senility. Changes of an 
involutional type, such as hyaline infiltration and thickening of the media 
and intima, are found in the blood vessels. 


AGING AND THE PERSONALITY 

The personality reaches its psychological maturity sometime in the 
twenties or thirties, between adolescence and the beginning of senescence. 
At this time the personality is more stable, less self-conscious, and more self- 
confident, owing to well-stabilized functioning of the physiologic mechan- 
isms of the body. 

There is great variability in the age at which the transition or change 
from this well-stabilized psychologic maturity of the personality to the psy- 
chologic declining of the personality due to aging begins. Hamilton (2) 
cites Havelock Ellis (1933), who prefers the term “critical age” to “male 
climacteric,” and who states: ‘““The biological foundation (of the critical age 
in males) is genital decadence with changed neuroendocrine reactions. Ken- 
neth Walker would place the age of this change at about 55 to 60, Rankin 
between 57 and 63, Max Marcuse between 45 and 55 and even at 40. In 
many cases, I would say such a period occurs even near the age of 38.” 
Hamilton, in his own highly selected group of cases, found the age to be 
from 37 to 40. 

At this transitional age there is a beginning of failure of sexual potency 
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or vigor. Also there is a weakening of the ego or reality principle—a weak- 
ening that tends to allow the primitive and instinctive forces of the id or 
pleasure principle to determine more of the actions of the personality. With 
the beginning of failure of sexual potency and vigor, fear of impotence is 
engendered in the subconscious mind. Being goaded by this fear, and suffer- 
ing from a weakening of the ego, the male quite frequently steps outside the 
matrimonial ties in an attempt to prove to himself that he is still potent. 
The mechanism of compensation comes into play to justify the extramarital 
experience as proof that he is still potent, and later to project his own failing 
potency onto his marital partner. These mechanisms form the basis for the 
action, not only of males, but in some instances also of females, among those 
who shock their friends and communities and add grist to the mills of the 
gossips by their extramarital experiences. 

As the aging process continues into the fifties, sixties, and seventies, 
with progressive weakening of the ego in certain cases, the primitive and 
instinctive forces of the id are allowed more and more to dominate the per- 
sonality. This process accounts for the situation occasionally encountered, 
in which a dignified, highly respected, and reputable old gentleman loses his 
self-control and plays with the genital organs of young children. When the 
old gentleman is questioned he says he does not know why he has done it, 
and he is sincere in his statement. If the case is brought to the attention of 
members of the legal profession they are equally perplexed. 

Wechsler (4) shows, first, that intellectual ability as a whole follows the 
same general decline as physical ability; second, that the individual abilities 
which enter into general intelligence must of necessity partake of this decline, 
though at different rates. He further reports that general comprehension and 
information hold up rather well, whereas rote memory and sheer learning 
decline very markedly with age, and that general verbal abilities hold up 
much better than nonverbal abilities. 


THE TROUBLES AND CONFLICTS OF OLD AGE 


As the aging person grows older his friends die off and he comes to 
have a feeling of loneliness, since he does not make new friends easily. At the 
same time his physical decline impresses on him his diminishing ability as a 
wage earner, with resultant lowering of his financial status and the further 
possibility of financial dependence. Following the termination of financial 
productivity the aged person, if he has not sufficient resources for financial 
independence and security, must live with his children, friends, or others. 
His consequent feelings of loneliness and insecurity have a marked effect 
upon his personality. . 

Under present-day housing conditions, when most people live in small 
houses or apartments, problems are created for both the old folks and the 
children. For the old folks there is the development of ideas of insecurity, of 
being in the way, of not being wanted, of being a burden to the children or a 
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bother to others, of dissatisfaction with the way the children manage their 
household and finances, and so on, ad infinitum. All these ideas tend to lead 
to anxiety states. 

As for the children, the old folks hamper their activities, make them- 
selves generally troublesome, and are never satisfied with the care provided 
for them. If the aging person has funds still available the children fear, 
possibly with ulterior motives, that the money will not hold out and that 
they will not be able to finish providing for him. All these factors lead to 
anxieties for the children as well. 

From these anxieties, increasing in intensity on both sides, the conflict 
becomes greater and greater. Owing to the fact that there has been a decline 
in the aged person’s control in such areas as emotional instability and judg- 
ment, he is usually the first to crack under the strain and exhibit violent 
emotion, possibly both physical and verbal. The conflict is then resolved by 
calling in the family physician and starting the process of commitment, and 
the aging person is eventually sent to the state hospital. The children are 
then relieved of a burden both financial and psychological. 

A short time after admission to the state hospital—where he has been 
removed from conflict with the family, so that his anxieties are reduced and 
he receives his meals, sleep, and rest regularly—the aged person becomes one 
of the many docile, quiet, pleasant seniles, the number of whom has increased 
so greatly in the state hospitals. 

While the foregoing picture may seem exaggerated, a review of the 
pertinent statistics tends to show that it is not overdrawn. Fortunate indeed 
is the aged person who has several children with whom he can make his 
home and who, as anxieties and conflicts arise in the home of one child, can 
move to the home of another. There the aged person can gain a sympa- 
thetic ear for a while, at least, and free himself of the conditions that led to 
his anxieties in the last home. With such an opportunity to free himself 
occasionally the aged person has a better opportunity of arresting the family 
conflict before it reaches its climax in an emotional outburst and aggressive 
action and the resultant trip to the state hospital. 

In some cases where there is financial security and independence, the 
aged person develops a feeling that relatives and others are just waiting for 
the day when the resources will be divided. These individuals develop a 
suspicious and paranoid character in many of their personality manifesta- 
tions and actions. 

The type of personality he has in adult maturity probably has much to 
do with the type of psychological or mental reactions the person will present 
in old age; these reactions, in turn, play an important part in the approach 
the physician makes to the problem of the aged person. 

Probably one of the most important factors in the mental hygiene of 
aging is insecurity. Insecurity leads to many personality manifestations 
throughout life. It is readily seen, then, that insecurity in aged persons, with 
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the prospect of physical incapacities, can lead to fears and anxieties—fear 
ot what is to become of them, anxiety about whether they will be able to 
get someone to care for them, and so on. There is little that the physician 
can do in this matter except to place the aging person with some agency that 
can provide some degree of security. Some authorities have advocated a 
broadening of the social security program as a means of providing security 
for aging people. 

The development of interests in the aging person is important. The 
greater the number of interests the individual had in early life, the easier it 
is to find some subject of interest to him when he is old. There is no better 
way for the physician to lead the aged person to develop an interest in things 
other than his own plight than to do a thorough history, physical examina- 
tion, and mental examination—exploring the emotional factors and examin- 
ing the family relationships—and then to take time to explain the patient’s 
condition to him. Listening to the aging person tell his difficulties and troubles, 
time consuming and boring though it may be, will elicit his interest. The 
writer recalls forming an excellent friendship by patiently listening for over 
two hours to an 82-year-old man describe his operation with a most unusual 
number of superlative adjectives. 

When the patient’s interest has been aroused in this way the physician 
can direct his attention to various and sundry projects of occupational 
therapy. Wherever possible these occupational therapy projects should have 
real value. Doing useless projects just to provide some physical activity for 
the hands and arms usually only adds to the old person’s feeling of futility. 
The higher the value of the product, the greater will be his feeling of 
accomplishment. 

One should strive to develop in the aging person a sense of hope, con- 
fidence in himself, and a philosophy of life that includes serenity and cheer- 
fulness. Since they are usually quite set in their ways, aging persons are 
not very susceptible to direct suggestion. Indirect suggestion and encourage- 
ment are usually more effective. For instance, one will usually accomplish 
more by calling their attention to the more serious plight of acquaintances 
and then encouraging them regarding their own condition. Conversation 
with them should be carefully watched, so that it will be constructive and 
encouraging. If at all possible the aging person should be in an environment 
where he can express as great a degree of independence as his situation will 
permit. He should be encouraged to do things worth while, for the gratifica- 
tion of accomplishment will help overcome the feeling of uselessness. Con- 
flicts should be kept at a minimum, and there should be an atmosphere of 
affection and approval. 

Overprotection of the aging person by attentive children leads to as 
many difficulties as overprotection of young children by doting parents. In 
many instances the children are constantly advising, admonishing, or beg- 
ging the aging person not to do physical tasks he has been accustomed to do. 
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The old person who accedes to these wishes is usually unhappy in doing so. 
He feels suppressed and deprived of the feeling and gratification of accom- 
plishment. His unhappiness will be expressed by various emotional reactions, 
with their resultant conflicts. One cannot change lifetime habit patterns 
overnight or retire suddenly from a lifetime of activity into idleness with- 
out dire consequences. Examples may be seen in every field of endeavor in 
men who die soon after retirement, whether the retirement is compulsory 
or voluntary. It would appear wise to allow, or even advise, the aging person 
to continue performing as many of his usual physical and mental activities as 
he can. He will be much happier and make a better adjustment to life, even 
if he does “die with his boots on.” 

Could the wisdom of Solomon be tried in handling these problems of 
the aging person, it would probably be found wanting. If this paper has 
indicated some of the many facets of the mental hygiene problem of aging 
and suggested how much further study is needed, looking toward a solution 
of the problem, it will have accomplished its purpose. 
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Bilateral Orchiectomy in Advanced one case the patient stated that since 





or Recurring Carcinoma of the 

Bladder with Severe Subjective 

Symptoms; a Preliminary Report. 
Cuar.es H. De T. Suivers. J. Urol., 

54 :539-46 (Dec.), 1945. 

The paper presents two cases of ad- 
vanced infiltrative carcinoma of the 
base of the bladder upon which bi- 
lateral subcapsular orchiectomy was 
performed. Attention is called to the 
marked alleviation of the subjective 
symptoms and the apparent retarda- 
tion in the rate of growth of the tu- 
mor. It is suggested that this method 
may prove a valuable adjunct to other 
well-established procedures, including 
hormonal treatment. 

In both cases under observation 
hematuria was the chief complaint. In 


castration his urinary discomfort had 
entirely disappeared. After the orch- 
iectomy a cystoscopy showed that the 
extensive submucous infiltration had 
disappeared. In the second case cystos- 
copy showed evidence of submucous 
infiltration over the bladder base. Fol- 
lowing subcapsular orchiectomy, the 
patient had much less urethral dis- 
comfort and a decrease in urinary fre- 
quency ; there was also a marked de- 
crease in pain. In both cases there was 
a definite improvement in the size and 
force of the urinary stream. This im- 
provement was probably due in part 
to the effect castration has on the 
prostate gland. 
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DERMATITIS IN THE AGED 


: 


Stephan Epstein, M.D. 


NowHe_:rz in the body are the changes caused by age more obvious than in 
the skin. The loss of its elasticity and the ensuing wrinkles rather early 
become noticeable on the face and neck, to the chagrin of the middle aged. 
With age these changes increase in intensity and extend more or less to 
the whole integument. 

The most noticeable alterations are the change in color from a rosy 
pink to a more yellowish or a grayish tint, the loss of elasticity, the lack 
of turgor, and the dryness of the skin. These changes are well accounted 
for pathologically. In the aging skin the epithelium becomes thinner, the 
elastic fibers and the connective tissue undergo degenerative changes, the oil 
and sweat glands become atrophic, and the vascular supply is poorer. Less 
is known about the physiologic and metabolic changes, but clinical experience 
indicates great changes in these respects as well. When we add to these 
changes the altered mentality of older people we can readily see that derma- 
titis in the aged presents its own peculiar aspects. 

In dermatitis or eczema these changes of the aging skin manifest 
themselves in a slower rate of recovery and in their frequent association 
with a more or less patent senile pruritus. In general the old,skin does not 
react to irritations as violently as the younger one. Only rarely do we 
encounter in old people the hyperacute picture of a contact dermatitis as we 
see it in younger people. But the young patient will overcome the acute 
reaction in a rather short time, whereas in the aged even a subacute minor 
dermatitis may take a long time to clear up. There are no statistics available, 
but I believe that recovery from dermatitis in patients between 45 and 65 
takes at least twice as long as in the age group between 20 and 40. 
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CLINICAL MANIFESTATIONS OF DERMATITIS AND EczEMA IN OLDER 
PEOPLE 

The various forms of eczema seen in older people are not different 
in principle from those occurring in the younger groups. However, several 
factors, especially change of occupation and habits, make some forms of 
eczema less common and others more prevalent in old age. 

The following discussion of different forms of eczema is based on a 
classification selected for its practical usefulness. 


ATOPIC DERMATITIS (ALLERGIC EczEMA) 

Atopic dermatitis comprises all eczemas based on atopic sensitivity, 
that is, the form of allergy demonstrated by a whealing response to scratch 
or intradermal tests. The allergens are usually environmental factors, such 
as wool, feathers, house dust, pollens, or foods. 

Contrary to general opinion, atopic dermatitis afflicts not only infants, 
juveniles, and younger adults, but may occur at any age. Not infrequently 
it originates after 50, 60, and even 70 years of age, and sometimes with no 
history of previous eczema or other manifestations of atopic sensitivity 
whatsoever. 

In old people atopic dermatitis does not always present the typical 
picture of an eczema of the folds of the body that we see so often in the 
child and adolescent. The various forms of dermatitis—atopic, contact, and 
seborrheic—resemble one another more in the aged than in those of middle 
age. Generally we find a subacute or chronic dermatitis, remarkable for the 
absence of an exudative factor. Except for some infectious eczemas one 
rarely sees a weeping dermatitis in old people. The similarity of the various 
forms of eczema in the aged has a parallel in the eczemas of infancy. How- 
ever, it is the presence of the exudative character that makes difficult the 
clinical distinction of the various forms of eczema in infancy. 

As a rule the atopic dermatitis of old people presents a dry, infiltrated, 
diffuse dermatitis. It occurs chiefly on the face, neck, and arms, but it may 
spread to the rest of the body. Usually there is a somewhat insidious start, 
a point which helps in differentiating it from contact dermatitis. Itching is 
pronounced ; sleep is often poor or even impossible. The patient, frequently 
not too stable to begin with, becomes more nervous and may present a 
definite problem to his family. These cases are sometimes mistaken for 
contact dermatitis. Skin tests, both scratch and intradermal tests, only occa- 
sionally permit identification of the offending allergens. Still, they have a 
definite value, for quite often they help in indicating the atopic character 
of the condition and facilitate intelligent allergic management. 

Intradermal tests should be performed only when a previous scratch 
test was negative, because severe constitutional reactions, and even death, 
have occurred following intradermal tests when this precaution was not 
taken. 
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Besides this more diffuse atopic dermatitis there are other forms of 
localized eczema that belong more or less to the same group. I refer to 
those chronic, very itchy, infiltrated plaques of eczema that normally occur 
between 40 and 60 years of age and are referred to as “circumscribed lichen 
simplex chronicus” by the dermatologist. They are a troublesome affair, 
hard to deal with. In women the nape of the neck, the vulva, the anal region, 
and the inside of the thighs are common locations. In the male the most 
common sites are around and above the outer ankles, the extensor surface 
of arms, and the anal and perineal areas. 

Since there are many principles and methods that apply in the treat- 
ment of all eczemas, I shall discuss the treatment of atopic dermatitis later 
in this paper, together with the treatment of other forms of dermatitis. 


Contact DERMATITIS 

As allergic contact dermatitis are classified all those cases of eczema 
that are based on a delayed eczematous response of the epidermis and cutis, 
rather than on the whealing atopic sensitivity. The causative agents fre- 
quently can be suspected from the history and may be verified by a positive 
patch test. Such a test will produce, usually within twelve to forty-eight 
hours, an eczematous dermatitis resembling the original condition. 

Contact dermatitis in old people is a common occurrence. Unfortunately 
there is still a tendency to consider too many eczemas occurring in old peo- 
ple as internal or metabolic affairs. Some patients are kept suffering for 
months or years when a search for a contact allergen might have revealed 
a ragweed sensitivity and the patient might have been brought back to com- 
fort by simple elimination of the allergen. 

As in others, contact dermatitis in older people often starts at the 
hands and then spreads to the face and neck. The contacts of older people 
differ from those of younger ones. Normally many old people do not have 
a regular occupation; they putter around the house and perform odd jobs. 
In my experience, in a rural district, sensitivity to weeds and other plants 
and to soaps, home remedies, and prescribed medications are the most com- 
mon contact allergens in the aged. 

It is the continued contact with some of these allergens which makes 
some cases of contact dermatitis of older people so persistent. The investi- 
gation of allergies therefore becomes of great importance. The history 
frequently will give a clue. Patch tests are of the greatest help, not only 
because they help in ascertaining the offending allergen, but also because 
older people often require to be convinced of their hypersensitivity. 

Why a person may work most of his life with a substance with im- 
punity and then suddenly become sensitized in advanced age, we do not 
know. Elimination of the offending contact is the method of choice in the 
management. This would seem much easier for older people because their 
jobs are usually not very important. Even if leaving the home farm becomes 
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necessary because of severe sensitivity to weeds, such an emergency pre- 
sents a smaller problem to old people. However, the mentality of the aged 
sometimes complicates matters, for some object to and resist any change. 
Even a severe reaction from a patch test with the oleoresin of ragweed 
or marsh elder may not convince a stubborn old man that he must leave 
the farm. Another attack of dermatitis, usually much more severe and 
longer lasting, may be needed to convince the patient. 

Contact dermatitis is often associated with other eczemas, especially 
seborrheic dermatitis and other infectious eczemas. The following triad is 
rather common: stubborn contact dermatitis—seborrheic dermatitis of the 
scalp—menopause. Not infrequently the dermatitis is located around the 
neck, the axillae, and antecubital areas, and is due to allergy to the dye of 
a dress. 

Contact dermatitis at times becomes a very troublesome, difficult 
affair. There is especially a group of cases in which the disease begins as 
a plain contact dermatitis of the hands or some other part and sooner or 
later, frequently after a recurrence, spreads and manifests itself in round 
spots or assumes the picture of a more infiltrated dermatitis. When the 
dermatitis has spread, elimination of the original cause has no effect. These 
cases may clear up sooner or later, or they may go on and lead to gen- 
eralized’ dermatitis that will persist for months or even years. 

At present there is no adequate explanation for these cases. One may 
think of the possibility of autosensitization, that is, sensitization to the 
body’s own products. It is assumed that these patients have acquired a 
capacity to react to different external and internal stimuli and that the first 
attack of a contact dermatitis or infectious eczema was just the trigger 
mechanism that set off the whole show. Fortunately, these cases are not too 
common. 


InFEcTIOUS EczeEmMAs (BACTERIAL AND FuNncous EczEMas) 

As infectious or microbic eczemas we classify those cases in which 
eczemalike eruptions are based on sensitivity to bacterial or fungous anti- 
gens. These eczemas may originate from a skin infection, such as an 
infected varicose ulcer or a running ear, or they may be maintained by a 
focal infection, especially of the tonsils or abscessed teeth. 

The degree of sensitivity varies widely. If there is a low level of 
sensitivity, infection in the form of pustules may still persist, and then we 
have a mixture of infection and eczema. With a high degree of sensitivity 
the original pattern of the infection is usually lost and morphologically the 
eczema no longer gives a clue to its microbic origin. 

There is no characteristic picture for infectious eczema. There is 
marked variation in its appearance. An infectious eczema is frequently sug- 
gested by sharply outlined round or polycyclic lesions, especially of the 
extremities. The picture of so-called infectious eczematoid dermatitis is 
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generally recognized. Usually there is a weeping dermatitis surrounding an 
infectious focus and interspersed with pustules. 

Infectious eczemas in old people are somewhat different from those in 
the younger group. Fungous eczemas, so common among younger people, 
are relatively rare. Perhaps the dryness of old skin and the lack of other 
predisposing factors for dermatophytosis, such as swimming or frequent 
bathing without proper drying, account for the rarity of dermatophytosis 
of the feet in old people. Bacterial eczemas are more common, especially the 
so-called stasis dermatitis. I refer to those well-known eczemas of the lower 
extremities in old people. Frequently they start as small round patches 
which then increase in size and sooner or later involve the whole lower leg. 
They may affect one leg or both. There is a definite vascular factor ; some- 
times only the leg with the more patent varicosities is afflicted. These 
eczemas are often sharply outlined, in a semicircular fashion, suggestive of 
fungus infection, but as a rule fungi are not found. This form of eczema 
does not produce much pruritus. It is a combination of an infectious eczema, 
usually bacterial, and stasis. In some instances the element of stasis is so 
important and the infection of such a low grade that improvement of the 
circulation and general condition alone is sufficient to enable the body to rid 
itself of the infection. In most instances, unfortunately, the infection is 
more stubborn, and sometimes it is extremely so. In the very old, when the 
functions of the various organs are declining, these eczemas may become 
intractable. 

Intertrigo is another form of infectious eczema, fairly common in 
older people. It presents itself as a sharply outlined weeping dermatitis of 
the folds, and affects especially the groin and, in overweight women, the 
region underneath the breasts. The microorganisms most commonly found 
are streptococci, staphylococci, and monilia. Most important is the role of 
such contributing factors as excessive sweating and poor hygiene. It is more 
common in diabetics ; avitaminosis seems to be a factor in some instances. 

There are other forms of infectious eczemas that might be discussed 
here. Scabies, like other parasitic infestations, may present itself as a patchy, 
generalized, highly pruritic dermatitis. Numerous scratch marks on the body 
and extremities should arouse suspicion of scabies. Sometimes such a 
“‘scabetic eczema” resembles the so-called seborrheic dermatitis, which might 
also be discussed with the infectious eczemas. Although there is no unanim- 
ity of opinion as to whether Pityrosporon ovale really is the causative micro- 
organism, seborrheic dermatitis is generally assumed to be an infectious 
eczema occurring in predisposed “seborrheic” individuals. The characteristic 
picture of seborrheic dermatitis, with its yellowish, somewhat greasy, round 
and oval patches, located especially on the chest and center of the back, is 
not very common in old age. In old people it usually presents itself as a mild, 
subacute, more diffuse dermatitis, almost indistinguishable from a mild con- 
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tact dermatitis—from which it is still more difficult to distinguish because of 
the itching that usually accompanies seborrheic dermatitis in old people. 
Druc DERMATITIS 

Old people frequently object to “drugs,” and drug rashes in the aged 
were formerly rare, but in recent years the situation has changed. The 
advent of the sulfonamides, both the actual and disputable advances of the 
pharmacological treatment of hypertension, arthritis, and other ills of old 
age, and the increase of hospitalization may largely account for the change. 
Drug eruptions in the aged are no longer rare, and a brief discussion is there- 
fore in order. 

Drug eruptions may simulate the lesions of almost any skin disease. 
They most commonly occur as urticaria or as papular eruptions, but they 
may also resemble contact dermatitis or the eruption of measles or scarlet 
fever. As a rule drug eruptions are symmetrical, favor the extremities, and 
are accompanied by itching. Very often it is a mixture of different clinical 
lesions, such as hivelike swellings combined with erythematous and papular 
lesions, or even blisters, that point clinically to a drug as the causative 
agent. Any odd skin eruption should arouse suspicion. Drug eruptions are 
still too often overlooked or diagnosed too late. Usually they are relatively 
harmless; but if they are not recognized and if the causative medication is 
continued they may become very severe and generalized, and may even 
terminate fatally. In severe cases not only the skin but the gastrointestinal 
tract as well may become involved. Purpura may also be present. Real blood 
dyscrasias, such as agranulocytosis, are rarely combined with dermatitis 
medicamentosa, but they may occur simultaneously. 

The important point is to become suspicious of a drug eruption in 
every atypical skin eruption, and especially those cases of dermatitis that 
appear while the patient is under medical care. The suspicion that the patient 
may be suffering from a drug eruption should be enough to prompt the 
physician to check all medication the patient has received and to discontinue 
everything that is not essential. We must realize that most drug eruptions 
are based on allergy. Even what may appear to be a small dose phar- 
macologically, say one half gram of sulfathiazole, may be a tremendous over- 
dose from an allergic point of view and may lead to disastrous results. 

The search for an offending drug is often difficult. In old people the 
memory is poorer, and, moreover, the patient usually does not consider the 
various home remedies to be “drugs.” The search for an offending medica- 
tion must be pressed. It is helpful to ask the patient about his sleep, nervous- 
ness, bowel function, headaches, and blood pressure, for his replies may 
reveal the source. Not infrequently the patient will remember a medication 
if he is given a list of the more common proprietary preparations. The hos- 
pital chart should be checked carefully for every drug administered. In 
some hospitals it is customary for the nurse to give sedatives or laxatives 
without the doctor’s orders. The drugs most often causing skin eruptions 
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in hospitalized patients are probably sulfonamides, barbiturates, coal tar 
derivatives, and, of late, penicillin. But any drug may become the cause of 
an allergic skin reaction. 

The only real treatment for a drug eruption is immediate discon- 
tinuance of the suspected drug. Desensitization is a difficult and risky pro- 
cedure. For symptomatic relief the new antihistaminic drugs, such as 
benadryl and pyribenzamine, seem superior to anything used previously. 
Their uses are discussed in the section on treatment. 


OTHER Forms oF EczEMA 

3esides the forms of eczema described there are a great number we 
cannot yet classify. Some are combinations of various forms, others are 
atypical manifestations which may finally be diagnosed by a thorough 
investigation, but there are many other cases about which very little is 
known. One form, usually called nummular eczema, consists of scattered 
round or oval patches of eczema. It often starts as a single lesion following 
a minor trauma, such as a burn or a bump. After two weeks or so the 
eczema starts to spread arid a very resistant dermatitis occurs. Most cases 
eventually recover, but recurrences and very troublesome acute flare-ups 
are the rule. 

There are other eczemalike eruptions, frequently under the clinical 
picture of a prurigo, a term that denotes a very itchy papular eruption which 
usually shows severe scratch marks. Such a prurigo may be a symptom of 
a food allergy or of intestinal parasites. In other cases metabolic dis- 
orders may be the main underlying factor. At times it is associated with 
malignancies, especially of the liver and gallbladder and with lympho- 
blastomas. In some instances severe pruritus associated with diminished 
renal function may lead to a similar picture. These eczemas present a very 
difficult therapeutic problem. 

There are also eczemalike eruptions of old people which are due to 
avitaminosis. It is more often a contributing factor, for definite cases of 
dermatitis from avitaminosis are rare. However, even in the Middle West 
one can see at times a typical pellagra dermatitis of the wrist, associated with 
other symptoms of this disease. 


TREATMENT 

Management of the dermatitis of the aged has to take into considera- 
tion several circumstances peculiar to this group. The skin of old people is 
usually dry and itching. The general health plays a role probably greater 
than in other age groups. Add to this the fact that bodily ills assume greater 
importance or proportions in the minds of old people than of younger ones, 
if that be possible, and that old people are frequently apprehensive and 
distrustful, and you have some of the aspects that make treatment of 
dermatitis of the aged a special problem. 

Proper management requires symptomatic and specific treatment, sup- 
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portive measures, and psychotherapy. I shall discuss first those methods 
that are more or less common to all forms of dermatitis, regardless of their 
etiology. 

SYMPTOMATIC TREATMENT 

Topical Applications. Regardless of its etiology, a dermatitis is either 
acute, subacute, or chronic, or somewhere in between these stages. Further- 
more, it may or may not be secondarily infected. So much can easily be 
ascertained by any physician. It is the stage of the dermatitis rather than 
its etiology that determines the local treatment, especially in the beginning. 

Acute dermatitis in the aged is relatively rare, except in infectious 
eczemas, and that it is so is fortunate, for many old persons dislike wet 
compresses, which are indicated during the acute phase. The wet compress 
tends to chill the aged person, especially at night. Moreover, the preparation 
of the dilutions, the heating, and the frequent application are much more 
troublesome to the old man or his elderly spouse than to younger people. 

When they are indicated, wet compresses should be restricted to a 
minimum. A solution of boric acid, a tablespoonful to a pint, is often all that 
is needed. Aluminum acetate is used when more of an astringent effect is 
desired, usually a teaspoonful to a quart of water. The use of prepared 
tablets, such as Dombro tabs, one dissolved in a quart of water, simplifies 
the procedure. In cases of secondary infection, potassium permanganate is 
very satisfactory. Prescription of five-grain tablets makes it very simple. 
One such tablet dissolved in two quarts of water gives the routinely used 
concentration of 1: 6000. 

Wet compresses for the treatment of dermatitis are intended to relieve 
the inflammation largely by evaporation. They should not be covered with 
rubber or other impermeable material. Hot compresses, when tolerated, 
relieve the itching better than cool or lukewarm ones. 

In many cases wet compresses can be completely avoided, and an oily 
lotion of the following composition can be applied in the subacute or even 
acute stage: 


CUO OF CHENG «nik ss ceeoeeses 2.5 gm. 
Pe WE ces ivakss sats seecsaevies 3.6 gm. 
PARC QHIGE: 20.250 Woe soe yeekasarees eee 48.0 gm. 
CHiave Gl OF CP WE Ws ooo ss edison seve 120.0 ce. 


Sig.: Apply twice a day with applicator and bandage. 


If this lotion is too drying, it may be alternated with or replaced by 5 
per cent boric acid ointment or a salve consisting of equal parts of boric 
acid ointment and unguentum aqua rosae. When the bandages are changed, 
wet compresses applied for 15 to 30 minutes are helpful. For the acute itch- 
ing spell that so often disturbs the patient, especially at night, nothing is 
better than immediate application of hot packs. A turkish towel soaked with 
plain hot water and renewed every few minutes will relieve the itching 
instantly and keep the patient’s mind diverted. The antipruritic value of 
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phenol and menthol in dermatitis is greatly overrated, and in the acute phase 
they are usually contraindicated. 

In the subacute and chronic dermatitis of older people, greasy oint- 
ments are usually much better tolerated than pastes and the modern more 
easily absorbed bases, because the latter tend to increase the dryness of the 
skin. On the other hand, a lotion may give more relief from the pruritus. 
The simple way out is to provide the patient at the same time with an anti- 
pruritic lotion and a mild ointment, to be used alternately. The following 
lotion is recommended: 


I i eh chee Coenen es) 0 ads vw al 2.0 gm. 
caret th SIREN TEN Ce Vee 3.0 gm. 
ey WE 255 Ks RARE enc 10.0 gm. 
Calamine lotion (without phenol) ad.... 90.0 cc. 


Some mild ointments have been described. Another bland salve con- 
tains 3 per cent liquor Burrow in equal parts of lanolin, vaseline, and Las- 
sar’s paste. In cases of severe pruritus 3 to 10 per cent calmitol added to 
the lotion may be helpful. Calmitol may also be incorporated in ointments. 

Secondary infection can be controlled by adding an antiseptic. Sul- 
fanilamide (5 per cent) and ammoniated mercury (5 per cent) are helpful, 
but they frequently sensitize the patient. Rivanol (1 per cent) is usually 
well tolerated, but it stains. Application of a 1 per cent aqueous gentian 
violet solution prior to other medication is extremely helpful. It holds down 
infection, is definitely antipruritic, and has a pleasant tanning effect. These 
benefits frequently outweigh its messiness, even in the patient’s eye. Zephiran 
in a 1: 1000 aqueous solution or incorporated into lotions is an effective 
antiseptic. Some patients tolerate well even stronger concentrations, e.g., 
1: 200. 

Soaps should not be allowed in any acute dermatitis. There are various 
sulfonated oils and other satisfactory soap substitutes on the market. 

In the subacute and chronic stage stronger medications are indicated. 
Ammoniated mercury, tar, and sulfur are old favorites. It is always advis- 
able to use a more greasy ointment base than one would in younger per- 
sons. In chronic eczemas of the legs 3 and 5 per cent coal tar or oil of 
cade in vaseline can be very helpful. Some refractory cases will respond to 
an ointment containing 30 to 40 per cent sulfur in vaseline. This is a thick 
paste. It should be applied as a heavy coat and may be left in place for 
two or three days. 

Physical Therapy. Judicious use of local X-ray therapy will benefit 
many cases of chronic eczema or dermatitis of the aged patient. In the older 
patient one may make use of this great aid more freely than in younger 
persons. As a rule, X-ray therapy of acute and subacute dermatitis is con- 
traindicated. Local ultraviolet treatment may be a helpful adjunct, especially 
in chronic eczemas of the hands, legs, and around the anus. General ultra- 
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violet treatments may be tried in resistant cases. Care must be taken to 
counteract the drying effect of the treatment with a mild cream or oil. 


GENERAL MEASURES 

The general condition of the patient and the accompanying ills should 
be taken into consideration in any case of dermatitis. But both assume much 
greater importance in the aged. Every elderly patient with a dermatitis 
should be subjected to a general examination. A urinalysis is essential in 
every case, a blood count desirable. Quite often pathologic changes in other 
organs can be detected..In some instances they may be without direct con- 
nection with the dermatitis; in others, especially in metabolic disorders, 
deficiencies, and infections, a definite relation seems to exist. Whenever pos- 
sible these conditions should be corrected. 

The treatment of an accompanying diabetes or pernicious anemia may 
greatly relieve the dermatitis. Vascular disturbances are of paramount 
importance in eczemas of the lower legs. Vasodilators may be helpful. Vari- 
cosities should be taken care of properly. Ligation and retrograde injection 
of the saphenous vein are usually preferable to the injection of single vari- 
cosities. 

Where operative procedures are contraindicated or refused, a plastic 
bandage, the so-called Unna’s boot, may be of great assistance. 

Also in those cases where no other gross pathology is evident, except 
the wear and tear of life, general measures are indicated. In dealing with 
the dermatitis of old people no general measure has been more helpful to 
me than the administration of large amounts of vitamin B complex and 
liver extract. Hospitalized patients may receive 1.5 to 2.0 cc. of crude liver 
extract daily to begin with. In ambulatory patients, such an injection may 
be given twice a week, later less frequently. Vitamin B may be prescribed 
in the form of potent capsules of vitamin B complex; also those prepara- 
tions that contain large amounts of thiamine, riboflavin, niacin, and ascorbic 
acid. Some patients do better on a liquid vitamin preparation. It is always 
advisable to add a potent general vitamin pill. 

In some instances the dryness of the skin is due to an accompanying 
ichthyosis. These cases can often be identified by the scaly appearance of 
the skin of the lower legs. Such patients usually give a history of dry skin 
throughout their lives, frequently accompanied by itching during the colder 
months. In these instances vitamin A is of great benefit if given in adequate 
dosage. A good dose to start with is 100,000 units a day. 

Secondary anemia is of less importance in old people’s dermatitis than 
in the middle-aged group. Many of the borderline cases derive enough bene- 
fit from the vitamin B complex. Some require additional iron. The mineral 
balance of old people is not too well understood. From a clinical point of 
view, some old people derive more benefit from a combination of vitamins 
with minerals than from vitamins alone. Where calcium is indicated, better 
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absorption seems gained from liquid or effervescent preparations than from 
the customary stonelike wafers. Sedatives play an important role. Drugs 
that make the patient “dopey” or drowsy are contraindicated because they 
lead to uncontrolled scratching. Phenobarbital seems the ideal barbiturate, 
but one has to look out for sensitization. Bromides are safer but slower act- 
ing. A hot bath sometimes has a good sedative effect. It should be short so 
as to prevent excessive drying. 
DIET 

In cases with apparent or suspected food allergies, elimination diets 
should be tried. A general bland diet is of benefit in many cases of derma- 
titis of the aged. Common irritants, such as spices, nuts, pickles, and 
chocolate, should be avoided; if possible, coffee and tea as well. Excessive 
use of alcoholic beverages is bad, but a bottle of beer at night is at times 
good medicine. 

PSYCHOTHERAPY 

Psychotherapy is a very important factor in the treatment of derma- 
titis of old people. Real mental disorders call for the help of a psychiatrist, 
but there are many less severe psychic difficulties that can be managed by 
the practitioner. 

The personal relationship between the patient in second childhood 
and the doctor is perhaps as important as with very young patients. If the 
physician gains the confidence of the older patient, that is often half the 
story. Fortunately, the most primitive form of psychotherapy—genuine 
friendliness on the part of the physician and sympathetic understanding of 
the patient’s ills, actual and imagined—will do much in most cases. 

Real psychiatric conditions like acarophobia (fear of scabies) and 
other phobias, although typical in old age, are not very frequent. Acute 
psychoses are rarely seen in old patients with dermatitis. They are sometimes 
precipitated by uncontrolled severe pruritus. The bothersome psychologic 
conflicts that vex especially the middle-aged woman—and her physician— 
are less frequent in the waning days of life. Inability to get along with 
other family members is not peculiar to any age. But the problem of sepa- 
ration is usually easier when people are old. 

On the other hand, old people are more apprehensive. They are afraid 
that their dermatitis may be contagious, that it may be incurable, or that it 
will “turn into a cancer.” To allay the patient’s fears and give him proper 
assurance of the harmlessness of the condition is most important. Further- 
more, many old people expect that they will be “cured’’ completely. They 
forget that their skin itched even before the dermatitis started. They must 
be told how much they can expect from treatment and taught how to live 
with their aging skin. The relatives also should be assured of the harmless 
and noncontagious nature of the trouble. A little patience and understanding 
on the physician’s part will go a long way in helping his aged patient and will 
make dealing with the old a pleasant task. 
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SPECIAL CONSIDERATIONS 

Atopic Dermatitis. In some instances of atopic dermatitis local and 
nonspecific treatment alone will suffice, but not in all. Some patients will 
not respond satisfactorily even under hospital conditions; others may im- 
prove rapidly at the hospital, only to have the condition flare up when they 
return home. In these refractory cases an allergic investigation and search 
for other etiologic factors is indicated. Unfortunately, in atopic dermatitis 
of adults the substances to which the patient is allergic can be established 
only in a relatively small percentage of cases. Yet a careful history and 
intelligent evaluation of skin tests may reveal causative allergens more 
often than is generally assumed. Scratch tests and intradermal tests with 
the common antigens, especially wool, feathers, dust, wheat, milk, egg, and 
potatoes, may give significant reactions that fit in with the patient’s history. 
In these cases the patient should be advised to avoid the offending allergens. 
When avoidance is not possible, desensitization may be tried. 

Some patients with house dust sensitivity are benefited by house dust 
injections. As a rule it is advisable to start with very small amounts. If the 
patient gets relief it is wise to use relatively weak concentrations, because 
overdoses may produce long-lasting, troublesome reactions. 

Desensitization is indicated in cases of allergy to such common foods 
as egg, milk, wheat, and potatoes. Only the oral route is advisable, and one 
must start with very small amounts of the offending food. 

If one cannot track down definite allergens, general anti-allergic meas- 
ures should be tried. The patient is placed in a dust-free room and the 
pillow and mattress are encased with dust-proof covers. If these measures 
do not afford relief, an elimination diet should be tried. The major offend- 
ing foods, such as milk, egg, or wheat, may be eliminated one at a time, 
or the patient may be placed on a milk diet for about a week. If the milk 
diet (rye-krisp, butter, cream, and cooked pears are also allowed) is fol- 
lowed by relief, a food allergy is indicated as the basis of the trouble. If the 
patient gets worse under this regime, one must suspect milk as a causative 
factor. 

Furthermore, the new antihistaminic drugs may be tried. Pyribenza- 
mine (Ciba) and benadryl (Parke, Davis) are useful adjuncts in atopic 
dermatitis and also in drug eruptions. The usual dose of either drug is 50 
mg. three times a day. The pruritus is greatly relieved in most instances. 
These drugs also exert a sedative effect which is quite welcome at night. 
However, during the day they cause some patients to feel “dopey” or dizzy. 
In these cases a reduction of the dose to 25 mg. t.i.d. or less is advisable. 
This dosage can be accomplished by dividing the pyribenzamine tablets or 
by using benadryl in the elixir form. The latter contains 10 mg. per tea- 
spoonful. In my experience pyribenzamine serves better in atopic dermatitis 
and is less likely to cause dizziness. Pyribenzamine and benadryl are both 
relatively harmless. Their sedative and blood pressure lowering side actions 
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seem to suit them especially to the allergies of the aged and the hypertensive 
patient. 

Nervous tension and psychogenic factors frequently play a role in 
cases of atopic dermatitis (neurodermatitis) and should also receive proper 
attention. 

One form of localized atopic dermatitis, usually called ‘circumscribed 
lichen simplex chronicus,” occurs especially around the rectum, vulva, groin, 
and ankles. Some cases respond very well to an elimination diet. Milk and 
egg have been the most common causative factors in my experience. Some 
of these patients do well with benadryl and pyribenzamine. The lichen sim- 
plex chronicus around the vulva, rectum, and perineum that is often seen 
in women around the menopause frequently responds very well to estrogens. 
Testosterone, in men, is less effective, but may be tried. These methods 


should be combined with local therapy. A 3 to 5 per cent coal tar ointment“ ~/ 


in zinc oxide ointment or vaseline is very effective, but messy. Three per 
cent liquor carbonis.detergens in vaseline, often well tolerated, is cleaner 
and does not require bandaging. X-ray therapy is helpful. It should be 
reserved for cases that do not respond to simpler methods, and should be 
given only by those who are qualified. 

Contact Dermatitis. When a contact dermatitis recurs, etiologic inves- 
tigation is an important part of the treatment. The patient’s occupation or 
surroundings will often give a clue. The physician should always consider 
the possibility that the patient may be sensitive to an external medication. 
Old people are very much given to self-medication, and are reluctant to 
admit it. Patch tests with the suspected contacts in proper concentration 
may clinch the diagnosis. Elimination of the reacting contacts prevents 
further recurrences. 

Desensitization in this form of eczema is usually unsuccessful and not 
worth trying. Where patch tests are not feasible or do not yield results the 
patient should be advised to avoid all possible irritating contacts, such as 
soaps, paints, varnishes, and plants in house and garden, and should be made 
conscious of all contacts. Not infrequently a patient will eventually be able 
to point out an etiologically important factor. 

Infectious Ecsemas (Microbic Ecsemas). In the treatment of infec- 
tious eczemas, sulfonamides have been used widely; in fact, too widely. The 
various sulfonamides are very effective in some forms of infectious eczema, 
but we must remember that they are potent sensitizers. Unfortunately, 
patients with infectious eczema are more likely than any other group to 
become sensitized to a medication. Busy dermatologists still see one or more 
cases of dermatitis from external use of sulfonamides every week. Oint- 
ments containing these drugs should be used with the greatest caution, and 
only after one has ascertained, as far as possible, that the patient is not 
sensitive to them. Even so, they should be used only on small areas at the 
site of primary infection. The generalized papular eruption that so often 
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accompanies infectious eczemas is allergic in origin. There is no sense in 
applying an antiseptic all over the body. 

Where a more general use of an antiseptic is necessary because of 
widespread secondary infection, internal treatment with sulfonamides or 
penicillin is indicated. Penicillin is much safer, but inconvenient. When 
sulfonamides are used I prefer small amounts, i.e., 0.5 gm. each of sulfa- 
diazine and sulfathiazole three times a day. It is a good rule to give this 
medication for only a few days, if possible not more than five, to prevent 
sensitization. 

In intertrigo, general hygienic measures, cleanliness, and the control 
of such underlying conditions as overweight and diabetes are of the utmost 
importance. In the acute phase wet compresses, with potassium permanganate 
and mildly antiseptic drying, nonvegetable powders, are indicated. Bismuth 
subgallate, 10 per cent, is a harmless, nonirritating antiseptic for such a 
powder. One per cent aqueous gentian violet, and, in the less acute stage, 
the vioform tincture mentioned in a subsequent paragraph, are helpful. Sev- 
eral layers of gauze should be placed between the contiguous surfaces of the 
body fold, to allow evaporation and to prevent accumulation of the secretion. 

There are some relatively new remedies that may be tried. Vioform, 
1 to 3 per cent in vaseline, is helpful in both bacterial and fungous eczemas. 
In chronic cases it may be used as a tincture of the following composition : 


WOME CIADAD 65 fen noch ows ase bse Cee Sas 0.6 
Cn er errr ree e er erie 1.2 
BEMERET aS SIGs eee Ate EI eR ei cre eee 14.0 
PROONOIAE oscars Seek RESW kn LOK a ee 30.0 


Sig. Shake well. Apply twice a day. 


The introduction of ointments containing certain fatty acids, such as 
Desenex ointment, marks a definite progress in the treatment of the often 
eczemalike fungous infections of the feet and groin. This ointment is clean 
and nonirritating and is usually well tolerated even during the subacute 
phase. In the scabetic eczema of older people I prefer a 10 per cent sulfur 
and 12 per cent balsam of Peru ointment to the drying lotions containing 
benzyl benzoate. The most satisfactory antiscabetic for old people is a pro- 
prietary sulfur compound called mitigal. Applied for three nights in suc- 
cession, it rarely fails to produce a cure. Usually it takes care of the accom- 
panying dermatitis as well. The odor of this preparation is objectionable 
to some patients. 

Desensitization with fungous and bacterial antigens is a widely used 
procedure. The results have been good in some cases and disappointing in 
others. Anyone who has seen severe flare-ups from an overdose realizes 
both the good and bad potentialities of specific desensitization. As a rule 
local and general methods should be tried first, but when they fail, and 
when a strong hypersensitivity to bacterial or fungous extracts exists, 
desensitization may be tried. 
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In some cases I have used a mixture of trichophytin, oidiomycin, and 
staphylococcic and streptococcic antigens, in view of the frequent associa- 
tion of fungous and bacterial allergies. As a rule it is advantageous to use 
weak concentrations, because in this way one may avoid troublesome reac- 
tions. It is a peculiarity of bacterial allergies that sensitivity sometimes 
increases during treatment; thus a dose that was tolerated well to begin 
with may later produce severe reactions. Some physicians have seen great 
benefit from intradermal injections of very weak solutions, e.g., 0.05 cc. to 
0.1 cc. of a 1:1,000,000 dilution of trichophytin, given every fifth day. I 
have followed a similar procedure, using 1:100,000 or 1:1,000,000 dilu- 
tions. It may be possible to teach a member of the family to give these 
injections, and if so the bother and expense of the procedure will be 
negligible. 

In severe infectious eczemas a search for a focal infection is always 
indicated. The teeth are the most common source of trouble. Of course, 
removal of a focus of infection is not always followed by clinical improve- 
ment. However, the decision to have infected teeth removed is not so im- 
portant in old age, and hence their removal without resulting benefit is less 
unfortunate. Sometimes a flare-up of the eczema follows the extraction of 
an infected tooth or tonsils. The benefit of the removal of a focus of infec- 
tion may not become apparent for several weeks or months afterwards. 


SUMMARY 
Dermatitis of the aged confronts the physician with special problems. 
In its treatment topical methods must often be supplemented by general 
measures, psychotherapy, and special procedures. 


PROPOSED INSTITUTE FOR MEDICAL RESEARCH AT 
NORTHWESTERN UNIVERSITY 
In a 25-year program for the development of the Chicago campus of North- 
western University announced this spring, first place is given to the development 
of a great medical center which, in turn, will place major emphasis on research. 

The Institute for Medical Research will undertake investigation into the 
many unsolved problems of medicine, especially in the field of the degenerative 
diseases, such as heart ailments, cancer, high blood pressure, and kidney dis- 
orders, incident to adulthood and old age. 

In the opinion of Dr. James Roscoe Miller, Dean of the Medical School, the 
new Institute will have a brilliant opportunity to prolong life and alleviate 
human suffering. He points out that despite the inspiring accomplishments in 
medicine in the past quarter of a century, knowledge of the human body and the 
mechanism of disease is still lamentably incomplete. 

During the war investigation into these unsolved problems was greatly 
curtailed and now, Dean Miller states, “medicine must return to this great 
unfinished task.” 


Correction. Dr. William Dunbar, co-author of “Peptic Ulcer in Old Age,” 
published in the May-June issue, was designated in error, in the biographical 
footnote, as Research Assistant in Clinical Medicine, Philadelphia General Hos- 
pital. 








MORTALITY AND LIFE EXPECTANCY 
IN THE UNITED STATES SINCE 1900 


William S. Groom 


IN THE forty-odd years since 1900 we have experienced the most rapid 
improvement in mortality and life expectancy that has ever been seen in 
the history of man. 

Relatively few of ‘the world’s nations have shared generously in this 
remarkable development. The principal beneficiaries have been the United 
States and Canada, Australia and New Zealand, and the nations of northern 
and western Europe. The teeming populations of Asia and most of the 
peoples of Africa, Central and South America, and the islands of the 
Pacific have shared but little in its benefits. 

In the United States our official mortality statistics for the general 
population began in 1900, when the Census Bureau undertook their collec- 
tion, recording, and tabulation. Standards for registration were then 
adopted. Starting with ten states and the District of Columbia, the number 
of registration states has gradually increased until the entire continental 
United States was included by 1933. 

In comparing our death rates of 1900 with those of 1940 it must be 
remembered that the 1900 rates applied only to the population of the original 
registration states, while the 1940 rates apply to the entire country. To test 
the validity of this comparison the author has contrasted it with 1900 versus 
1940 rates in the original registration states only, and has found no signifi- 
cant differences between the two sets of comparisons in total death rates for 
all causes. 

Accordingly, the rate comparisons in this article may be accepted in 
general as a reasonably accurate picture of death rate trends from 1900 to 
1940 in the United States as a whole. 

All figures given are the official figures of the United States Census 
3ureau or calculations based thereon, except where otherwise indicated. 

A remarkable thing about this 40-year decrease in our death rates 
(Chart 1) is that substantial reductions occurred in every age group, includ- 
ing the group 75 and over, in which every member must die sometime from 
some cause. If the decreases shown are ranked according to the percentage 
of decrease, the greatest reductions are found in the younger age groups 
and the smallest reductions in the older age groups. 





Witiiam S. Groom is Director of Health Education of the Public Health Federation of 
Cincinnati, Ohio, and past Executive Secretary of the Kenton County Anti-Tuberculosis 
League, Covington, Kentucky. 
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CuHarT 1 


However, if the decreases are ranked according to the reduction in 
number of deaths per 1000 population, the order of their arrangement 
becomes that shown in Chart 2. 

Thus if we omit reference to ages under five, it appears from this com- 
parison that the greatest reductions in number of deaths per 1000 popula- 
tion have occurred at ages 65 and over. 

Causes oF DeatTH For WuicH Rates Have DECREASED 

The impressive decrease in our total death rate from all causes has 
been brought about largely by decreases in the death rates from infectious 
and contagious diseases. 

By 1900, when the official statistics began, the death rate from small- 
pox had already decreased to almost negligible proportions. Spectacular 
decreases in death rates from other infectious and contagious diseases are 
shown in Chart 3. The decreases in death rates from these diseases alone 
have provided about 90 per cent of the decrease in total death rate from 
all causes. 

LirE ExpecTANcy 

The reductions in mortality shown in the foregoing charts have had 

a profound effect upon life expectancy in the United States. 
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From 1900 to 1940, life expectancy at birth increased 14.6 years for 
white males and 16.2 years for white females. Many more persons now 
survive to ages past 65 and 75 than ever before in our history, and this 
trend has resulted recently in spectacular increases in our population aged 
65 and over. 

For example, the total population increased only 7 per cent from 1930 
to 1940, but the population aged 65 to 74 increased 35 per cent, and the 
population aged 75 and over increased 38 per cent in the same ten-year 
interval. 

The changes that have occurred in life expectancy since 1900 are 
shown in Chart 4. 

Causes OF DEeaTH FOR WuiIcH Rates Have INCREASED 

The only numerically important causes of death for which death rates 
have increased since 1900 are cancer, diabetes, and the cardiovascular-renal 
diseases (Chart 5). 

In this group of diseases all but about 3 per cent of deaths occur at 
ages past 35, and from one half to two thirds occur at ages past 65. 

One reason for the increase in death rates from these diseases is ob- 
vious. They are largely peculiar to the later years of life, and since everyone 
must die sometime, many who now escape earlier death from preventable and 
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DEATHS FROM SELECTED CAUSES 
U.S. Registration States - per 100,000 Population 
Decrease 1900 1940 Percent 
in rate decrease 
10.0 | Whooping Cough 12.2 22 Whooping Cough | 82% 


39.2| Diphtheria 40.3 1] Diphtheria | 97% 


12.8; Measles 13.3 0.5 Measles | 96% 


9.1] Scarlet Fever 9.6 05 Scarlet Fever | Se 
30.2) Typhoid & Paratyphoid 


Typhoid & Paratyphoid fi 
tid 313 11 pl 96% 

123.9| Pneumonia (lobar & Pneumonia (lobar & 
unspecified) 152.6 unspecified) eae 


Broncho-pneumonia 
ae & bronchitis -—_ 


148.5] Tuberculosis 194.4 


Broncho-pneumonia 
&. bronchitis es 


Tuberculosis | 76% 


10.1} Dysentery ‘12.0 Dysentery | 84% 


132.4) Diarrhea G Enteritis 142.7 Diarrhea & Enteritis | 93% 


5.1] Malaria i ee I Malaria | 82% 





























CHartT 3 


curable causes eventually succumb to these diseases. There is reason to 
believe, however, that the increase has not been as great as the statistics 
appear to indicate. 

The progress of medical science and education since 1900 has brought 
great improvement in the accuracy and specificity of diagnoses. Deaths 
inaccurately charged to certain causes in earlier years are now more fre- 
quently charged against the true cause of death. For this reason death rates 
from certain specific causes have been combined in the foregoing charts. 
For example, bronchitis is combined with bronchopneumonia and heart dis- 
ease with cerebral hemorrhage and kidney disease, because of changes in 
diagnostic practice over the years from 1900 to 1940. 

There has also been a large decrease since 1900 in deaths charged to 
“senility” (Chart 6) and to “ill defined and unknown causes” (Chart 7). 
Such deaths, charged in later years to specific causes, have contributed sub- 
stantially to the apparent increases in some of the death rates shown. The 
record of decreases in death rates for “senility” and ‘unknown and ill 
defined causes” is interesting. It provides what might be called “a statistical 
history of our progress in diagnosis since 1900.” This record is shown in 
Charts 6 and 7. 
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Cuarts 4 and 5 


It is interesting to note that the deaths still charged to “unknown and 
ill defined causes” are now largely concentrated in age groups under one 
year and 65 years and over. 


Wat FurtHer Repuctions In Deatn Rates May REASONABLY BE 
EXPECTED IN THE FuTuRE? 

It needs but a glance at the table of death rates from all causes (Chart 
1) to see that in ages 1 to 44 no future decreases in death rates can be 
expected to equal the magnitude of those which occurred from 1900 to 
1940. The death rates at ages 1 to 44 are now so low and the past decreases 
so great that further reductions bringing them almost to zero could not 
produce future decreases to match those which have already occurred. 

It seems reasonable to suppose, however, that, with further advances 
in medical science, the extension of optimal medical care to ever larger pro- 
portions of the whole population, and the wider application of better public 
health measures, further substantial reductions in death rates might be 
expected at ages beyond 45 and among infants under one year. 


The reduction of death rates from infectious and contagious diseases 
has been accomplished largely through medical and public health measures 
which have required a minimum of active participation from the general 
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DEATH RATES FROM 
“SENILITY” per 100,000 Population 
1900 to 1940 U. S. Registration States 
1900 Rate 1940 Rate 
pa 10.9 1.4 
to 64 
Decrease 9.5 
Percent decrease 87% 
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Percent decrease 88% 














CHart 6 


public. Improved sanitation and the purification of water and milk supply 
have largely reduced our death rates from dysentery, enteritis, and typhoid 
fever. Immunization has greatly decreased both the incidence and death 
rate in diphtheria. The development of chemotherapy has reduced death 
rates in pneumonia and other infectious diseases. 

The huge reductions since 1900 in death rates from infectious and 
contagious diseases indicate that we must be near the end of the era in 
which such measures alone can continue to decrease our total death rates 
at this pace. 

From now on, if there is to be further substantial improvement in 
mortality it must come largely in age groups over 45 and from measures 
involving the continuous and active participation of the lay public. As every 
physician knows, the ignorance of a patient can be at times a greater prob- 
lem than his disease. 

The public must be taught to understand and to practice better hygiene, 
better nutrition, and more intelligent co-operation with the physician and 
the public health worker. The layman must learn to observe when possible 
the first signs of any change from his normal physical condition and to 
consult his physician promptly when there is reason to suspect that there 
may be serious disorder. As the incidence of premature death and dangerous 
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CHART 7 


illness decreases the physician must increase his interest in preventive medi- 
cine while the layman increases his efforts toward the maintenance of 
optimal health. 

In a sense, the doctor of the past has too often snatched his patient 
from the jaws of premature death and dragged him back to health as one 
draws a dead weight behind him. In the future, doctor and patient must 
co-operate as a team, each taking his share in measures of prevention and 
in the earlier recognition and treatment of diseases which, if they cannot be 
prevented, may be arrested or controlled by prompt and appropriate action. 

Medical science must continue to carry its banner in the van, but in the 
future the position of the lay marcher must not be so far behind as it has 
been in the past. How is this to be accomplished? There is only one means— 
health education. 


“Dip you never hear how the life of man is divided? Twenty years a-growing, 
twenty years in blossom, twenty years a-stooping, and twenty years declining.” — 
Maurice O’SuLLivan, Twenty Years A-Growing. 














OLD AGE IN ALABAMA 


Burton Forsyth Austin, M.D. 


THE diseases that are particularly troublesome among those who have 
approached or reached old age are altogether different from those which 
cause the greatest concern to parents anxious to maintain at the highest level 
possible the health of their offspring. Babies and young children are in the 
greatest danger from the infectious diseases, such as pneumonia, measles, 
whooping cough, and diphtheria, and the evil fruits of improper care of the 
mother and child before, during, and after birth. As middle age is passed 
and old age approaches we face progressively less peril from the so-called 
germ diseases and find the greatest menace to health and to life itself 
in those forms of illness which result from the wear and tear of time. There 
is particular reason to fear the effects of failure to obtain sufficient rest and 
an inability, or unwillingness, to keep at a minimum the strain placed on the 
organs vital to life. 

Cancer, for instance, which in a recent year was responsible for the 
death of only six persons in Alabama among those less than five years of 
age, caused 664 deaths during that same year among those 65 years of age 
and older. Thus, occupying a very minor position as a health factor among 
the very young, it assumed serious proportions in the sickness and mor- 
tality picture of the state’s elderly. 

Similarly, heart disease, which was responsible during the same year 
for only 26 Alabama deaths among those under five, took first place as a 
cause of death among those who had reached or passed the middle years. 
Indeed, so heavy was heart disease mortality in the later years that, in spite 
of its relative unimportance as a mortality factor in youth, this single disease 
killed 18.2 per cent of all Alabamians who died during that year from known 
causes. 

The seriousness of these and other diseases as a factor in the life and 
death picture of the elderly lies not alone in the fact that they are killing and 
making invalids and semi-invalids of uncounted thousands of Americans 
every year. Even more significant and ominous is the fact that their killing 
power is on the increase. During a recently concluded quarter-century period 
in which gratifying declines were noted in a number of the communicable 
diseases, Alabama’s cancer death rate increased by more than 130 per cent, 
its diabetes death rate by 200 per cent, its cerebral hemorrhage death rate 


Burton ForsytH Austin, M.D., of Montgomery, Alabama, is State Health Officer and 
Secretary of the Alabama Board of Medical Examiners. He is a graduate of the University 
of Alabama School of Medicine. 
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by nearly 150 per cent, and its heart disease death rate by more than 190 
per cent. 

It is most unfortunate that these and other diseases to which the elderly 
are especially susceptible give no striking signal of their approach, and often 
do great damage before they bring about sufficient change to attract attention 
and cause the victims to seek medical advice. It is therefore the part of wis- 
dom for their potential victims to go looking for them instead of waiting 
for them to appear and announce themselves, probably after extensive dam- 
age has been done. The most effective way to do this is to obtain a complete 
physical examination regularly, at least once a year. 

The person facing the peculiar health hazards of old age should care- 
fully adjust his habits and practices to his age. It may be pleasing to his 
vanity to act at 70 or 80 like a youngster of 20 or 30, but it is most unwise, 
and a person who refuses to make concessions to the limitations placed upon 
his activities by old age is likely to find those limitations greatly increased. 

As Cicero, Browning, and many others have pointed out, old age may 
be a time of great happiness, untroubled and unmarred by the frets and con- 
fusions that plague those involved in the eternal struggle that marks middle 
age. But if old age brings more than its normal share of ill health, it can be 
extremely unhappy. We are urging the people of Alabama so to live that 
they will enjoy to the fullest the setting sun period of their lives. 


The Heart in Hypertension since symptoms. At that time 72 per cent of 
the Days of Richard Bright. (In- 100 consecutive cases followed up to 
troduction by Dr. Harold N. Se- the time of their death had died be- 
gall, Montreal.) fore the age of 70 of cardiovascular 

; lisease, closely connected with hyper- 

ee ee er ae a a neon closely connected with hyper 
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54:129-36 (Feb.), 1946. Now through lumbodorsal sympa- 

Richard Bright and subsequent thectomy a dramatic change has come, 











pathologists have fully recognized that 
the “granular contracted kidney” is 
usually associated with morbid changes 
in other organs of the body. 

Ten years ago the author stated in 
an article on hypertension that “by the 
time hypertensive heart disease be- 
comes evident, the condition may be 
advanced to the stage, where little but 
palliation is possible. Heart failure 
may be checked for a few years but 
the fundamental factor, hyperpiesia, 
is out of control in the present stage of 
our knowledge.” This statement was 
based upon observation of 5808 pa- 
tients with cardiovascular signs and 


an advance in the control of this con- 
dition far greater than any during the 
previous century. Smithwick’s radical 
lumbodorsal splanchnic resection for 
the control of essential hypertension is 
an effective weapon against the dis- 
ease. This procedure has made pos- 
sible the relief of intolerable strain on 
the heart; the control of the blood 
pressure before occurrence of serious 
effects on heart, brain, or kidneys; 
and the clearing on occasion of the 
symptoms and signs of hypertensive 
heart disease and failure. 

sibliography of 25 referencés. 4 
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COMFORTING THE AGED 
PHYSICIANS are frequently consulted by seekers of perpetual youth. Some 
complain of ailments in cases where old age is the chief factor and a turning 
back of the hand of time is the only remedy. 

Many, when they discover for the first time that they are slowing down 
and cannot keep up with the pack, apply for relief but give advancing years 
no thought in connection with the situation. When told that this or that 
symptom may be expected as a normal manifestation of declining years, 
they are not reconciled. They are disappointed to find that their strength 
is not the same as it used to be in the prime of life. They consequently 
become worshipers of false gods and listen to the siren lure of empty but 
very appealing promises printed on patent medicine wrappers. On such 
labels they find their potency cunningly questioned, with the insidious impli- 
cation that sexual vigor is the infallible index of youth and health. Despair 
enters and gloom prevails. 

We do not argue that the physician should practise deception in these 
cases and hold forth false hopes, but certain we are that such patients should 
not be bluntly and cruelly driven away. They deserve good treatment and 
sound advice. Persons in the age of involution should be seen periodically 
by a doctor who understands how to prescribe medicine and dispense 
encouragement with the same kindly equanimity. We know of instances 
where the children of the family, grown up and living elsewhere, have 
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thoughtfully provided for a monthly visit to the old home by the family 
physician, to afford a feeling of security in the care of their aging parents. 
Twilight, with its fading shadows and its evening star, may well fit into a 
picture of quiet contentment and serene beauty, in the making of which the 
tactful physician can often play an important part. 


A. K. i. 


CANCER 

AN extensive bibliography has accumulated about the cause of cancer. Large 
sums of money have been and still are being expended to determine the 
cause of cancer. A governmental appropriation for cancer research will 
probably be made. Practically all the research to date has been limited to 
determining the cause of cancer. Even if the etiology is discovered, the 
treatment will still be of paramount importance for decades. Furthermore, 
as life expectancy increases, the incidence of cancer will still continue to 
increase. 

There has been much propaganda concerning both the prevention and 
early detection of cancer by periodic examinations. There is no question that 
the majority of cancers can be cured either by surgery, irradiation, or a 
combination of both, if the patient is seen early enough. Unfortunately, 
periodic examinations for gynecologic cancer have not been very successful. 
The number of patients in whom I have detected cancer during a periodic 
check-up in over twenty-two years of specialization has been very small. 
In general, most of the women who come for periodic examinations do not 
have cancer. 

The doctor who treats cancer has two very important problems: (1) 
The diagnosis, which must be based on a biopsy; (2) The problem of deter- 
mining when the cancer is cured. The only method available at present is 
the five- and ten-year survival rates. If the surgery was not extensive 
enough or if an insufficient amount of irradiation therapy was used, by the 
time the cancer has recurred only palliative measures can be used. This 
method of determining the efficacy of treatment is time consuming and very 
costly for the doctor. Obviously, it costs the patient his or her life. 

Forty years ago syphilis in many cases began insidiously, had protean 
manifestations, was rarely diagnosed, and was improperly treated until the 
Wassermann test was devised. All other diseases have followed a similar 
course, that is, physical signs or tests for the disease are always used to 
determine when treatment should be stopped. 

Irradiation therapy in the treatment of gynecologic cancer has reached 
its acme of cure. With modern methods of treating shock and combating 
infection, radical operations for gynecologic cancer are again being used in 
selected cases. The salvage rates for gynecologic cancer and clinical experi- 
ence during the past decades are not very encouraging. 
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Some method, serological or chemical, must be devised by which the 
doctor can determine within a period of months after the treatment of the 
cancer whether or not it has been eradicated. If cancer is still present, either 
a more extensive operation could be considered or more irradiation therapy 
used. Furthermore, in similar cases in the initial treatment more extensive 
surgery or an increased amount of irradiation therapy would be used. 

W. Jj. D. 


SOCIAL WORKERS SURVEY THE OLD AGE PROBLEM 
“WITH war pressures now removed, it is a hopeful sign to find ‘geriatrics’ 
on everybody’s tongue,” the Survey Midmonthly comments in an issue* 
devoted to “Modern Old Age.” In four articles the journal introduces its 
readers to the social problems of an increasing old age population. 

In the first, George Lawton, director of New York’s Old Age Coun- 
selling Center and editor of the book New Goals for Old Age, advises against 
demobilizing older people from the jobs they held so ably in the war years. 
We know, he concludes, “that the physical well-being and, to an even greater 
extent, the mental health of the man or woman over sixty is impaired unless 
the day is occupied with activities of either personal or social value—prefer- 
ably an occupation with a wage.” 

The executive secretary of the Benjamin Rose Institute of Cleveland— 
established under the will of a man whose sympathies were aroused, as he 
grew older, by the tragedies which befell some of his friends and contempor- 
aries, and for which the community offered no solace but the poorhouse— 
describes a broad community plan intended to “assure to older people the 
true substance of life.” 

The city of St. Paul, recognizing the need for facts about its present 
and future needs in relation to caring for the aged, asked the Wilder Charity 
to study the situation. “Community awareness is beginning to catch up with 
the census figures,” writes Allan Stone, but the study “left little room for 
argument that we are not now providing anywhere near adequate facilities 
for the care of this group. . .. The adaptation of our casework services and 
of our leisure time services to meet the special needs of our older population 
is just beginning to show results. To develop all of the resources needed will 
tax the interest and imagination and efforts of the entire community.” 

In describing the program for older people at Vancouver’s Gordon 
House, Kathleen Gorrie remarks that the term “geriatrics” has only recently 
become a familiar one in the social work vocabulary. “But there has long 
been an awareness of the increasing problems related to old age: the length- 
ened span of life brought about by advances in medical science ; the decrease 
in working years resulting from the speed-up of mass production and the 
increase of labor productivity; the alterations in family living, relationship, 
and responsibilities arising from the shrinkage in family living quarters.” 
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THE CARE OF THE AGED THE 
DYING AND THE DEAD. By 
ALFRED Worcester, M.D., Sc.D. 
2d ed., 2d printing; Springfield, Il- 
linois: Charles C Thomas, 1945. 
Pp. vi + 77. $1.50. 

This little book has many claims to 
belonging among the litterae humani- 
ores on the physician’s shelf. It is in- 
formed throughout by a wise and kind 
humanism concerning the physician’s 
relation to his patient at those times 
of life when the art of medical prac- 
tice is likely to be rather more im- 
portant to the patient than the science 
of medicine. 

The first two chapters, “The Care 
of the Aged” and “The Care of the 
Dying,” were first published in their 
present book form early in 1935, and 
earlier still they were included in Phy- 
sician and Patient, edited by L. Eugene 
Emerson. It is improbable that the 
chapter on the care of the dying would 
undergo much change were the author 
writing it today ; dying is not a fashion 
that changes. In matters relating to 
the care of the aged, however, the 
world is beginning to see some altera- 
tion, as the appearance of this journal 
attests, and it is perhaps unfortunate 
that this essay was reprinted without 
revision, as it was written some fifteen 
years ago. 

Like the rest of the book, however, 
it was written primarily to interest the 
physician in his “high privileges of 
service” and to “awaken interest in 
neglected specialties of medical prac- 
tice’”’—and, better still, is rich with il- 
lustrations from the author’s own ripe 
experience. It is therefore still of genu- 
ine interest and value. Moreover, the 
author’s remarks about the neglect of 
geriatrics are doubtless more nearly 
true even now than might be desired. 
“No more need we accept King David’s 
dictum that after three score years and 
ten a man’s life is but labor and sor- 
row,” the author writes. “Some of us 
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know better.” And again: “To guard 
and promote such normal senescence, 
I hold to be one of the physician’s great 
privileges.” 

The chapter on “The Care of the 
Dying” is a little masterpiece. Dr. 
Worcester writes with deep conviction 
of the value to both patient and physi- 
cian of what might be called the minis- 
try of medicine. “Nor is there any 
need of prudence in the full employ- 
ment of one’s heart,” he affirms. “In 
pleading for your personal devotion in 
the care of the aged I am thus pleading 
for your own best development, for 
your excellence in the art of medical 
practice.” 

As in the earlier chapters the author 
urges that the physician should not 
relegate his duties to the aged and the 
dying to the nursing profession, so in 
the chapter on the care of the dead he 
asks that the physician not entirely 
abandon his dead patient to the under- 
taker. Though it is actually an epitome 
of good sense on this matter that 
arouses such profound emotions, this 
chapter proposes views that may seem 
extreme to some. “What every physi- 
cian knows about the ultimate disinte- 
gration of the body if more generally 
known would dispel many of the 
ghastly notions now prevalent,” says 
Dr. Worcester. “For example, in or- 
der to make what actually occurs seem 
less unkindly, the biblical phrase of 
worms which (from without) destroy 
this body needs only its truthful ren- 
dering of germs, which (from within 
the body) affect its natural reversion 
into the dust as it was.” 

He urges greater common sense and 
economy in our mortuary customs, 
especially in the undesirable, but con- 
tinued, permanent sequestration of 
land for cemetery purposes and the 
adoption of methods of embalming and 
burial that defeat nature’s beneficent 
provision of quickly returning the 
buried body “to the dust as it was.” 
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CARDIOVASCULAR SYSTEM 
Some Newer Concepts of Hyper- 
tension; A Summary of the Lit- 
erature, 
AARON Stotinsky, M. Rec., 159 :34- 

37 (Jan.), 1946. 

According to Prager, hypertension 
is due to the increased peripheral re- 
sistance resulting from arterial con- 
striction, which is more or less inde- 
pendent of vasomotor control. Some 
authors ascribe the increased vascular 
tone producing arteriolar constriction 
with the development of hypertension 
chiefly to the circulatory pressor sub- 
stances elaborated by ischemic  kid- 
neys. 

Reference is made to the cold pres- 
sor test of Hines and Brown, as well 
as to Berwald and Devine’s surgical 
treatment of essential hypertension. 
One criterion for operation is an age 
of 50 or under ; however, age should be 
considered physiologically rather than 
chronologically. Operation should be 
refused to patients failing to respond 
to the sodium amytal and sodium ni- 
trite tests. 

Unilateral nephrectomy in any case 
in which unilateral renal disease is 
suspected is discussed. Therapy with 
thiocyanates requires careful, close ob- 
servation and skill in adjusting dosage 
and determining a maintenance level 
that is effective without being toxic. 
One method is to give one 3-grain en- 
teric-coated tablet morning and night. 
If the tension is not lowered, the dos- 
age is increased to three tablets daily. 

At present renal extracts cannot be 
regarded as a practical form of ther- 
apy, because of occasional shocklike 
reactions, lack of a uniform product 
of high potency, and the great dif- 


ficulty of preparing them. Owing to 
their high potency and ready avail- 
ability, fish oils whose physical and 
chemical properties are almost identi- 
cal with those of renal extracts are a 
more satisfactory source of the active 
principle effective in hypertension 
than kidney extracts. 

By strict adherence to a diet of rice, 
fruit, and fruit juices, supplemented 
by iron and vitamins, the blood pres- 
sure of patients with hypertension 
secondary to glomerulonephritis or hy- 
pertensive vascular disease may be 
lowered. In 64 per cent of 167 patients 
the degree of hypertension was re- 
duced ; that is, systolic blood pressure 
was reduced from 200 mm. Hg. to 149, 
and diastolic from 122 mm. to 96, after 
this diet was followed for about two 
months. 


Hypertension. (Discussion by Dr. 
Clifford Wilson.) 

T. Izop Bennett. Proc. Roy. Soe. 
Med., 39, No. 2:59-64 (Dec.), 1945. 
Significant features of experimental 

renal hypertension are the following: 

The increase in the peripheral vascu- 

lar tone which gives rise to high blood 

pressure is brought about by a chemi- 
cal, not a nervous mechanism. The is- 
chemic kidney may show no micro- 
scopic evidence of structural damage. 

Constriction of one renal artery gives 

rise to persistent hypertension ; so fail- 

ure of renal excretion is not the pri- 
mary cause. Increasing the load on the 
kidney increases blood pressure re- 


‘sponse. Hypertension due to unilateral 


renal ischemia gives rise to vascular 
and parenchymal changes in the op- 
posite kidney and other organs; these 
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changes closely resemble the lesions of 
malignant hypertension and chronic 
interstitial nephritis in man. Hyper- 
tension may persist after removal of 
the ischemic kidney. 

Renin has been shown to be present 
in the blood in many cases of experi- 
mental renal hypertension. The enzy- 
matic action of renin is proteolytic, 
but it acts only on hypertensinogen 
(angiotonin activator), not on other 
proteins. The site of renin storage or 
formation has been localized to the 
proximal convoluted tubules. Hyper- 
tensinogen is a blood globulin ; hyper- 
tensin is destroyed by the enzyme hy- 
pertensinase (angiotonin inhibitor). 

One of the few practical contribu- 
tions to the therapeutics of hyperten- 
sion is the potassium thiocyanate 
treatment. Barker claims improvement 
in 50 per cent of 246 cases observed 
for two to ten years. It is admitted, 
however, that administration of this 
drug.is useless if hypertension has 
been long established. 


The Problem of Hypertension. 
ALBERT WEINSTEIN. J. Tennessee 

M. A., 39, No. 1:8-13 (Jan.), 1946. 

Observations made by Smithwick 
on kidney tissue removed by biopsy 
during thoracolumbar sympathectomy 
are discussed. More than 1000 kidneys 
were studied in gross, and biopsy 
specimens were removed from most. 
All these patients had hypertension, 
but it was rare to find gross evidence 
of scarring or contraction of the kid- 
neys. On histologic study 28 per cent 
of the biopsies showed no renal dis- 
ease, and an additional 25 per cent 
showed merely mild changes. There- 
fore, in more than half there was no 
morphological evidence in the kidneys 
to explain hypertension. 

It is evident, therefore, that al- 
though renal vascular complication 
may be noted as an end result of hy- 
pertension, it is not the sole cause. The 
important factor may be vasoconstric- 
tion mediated through the sympathetic 
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nervous system and initiated by some 
as yet unknown humoral or chemical 
mechanisms. Interruption of the cycle 
by thoracolumbar sympathectomy is 
therefore a logical procedure. 

Since the operative hazard is negligi- 
ble, this intervention should be under- 
taken in individuals who, after months 
and years of observation, are found to 
be suffering from troublesome symp- 
toms, such as severe headache, and 
who seem to be overtaxing the capac- 
ity of the heart or kidneys. 

Even if the clinical picture is that of 
malignant hypertension with  papil- 
ledema, retinal hemorrhages, exudate, 
and uremia, many months of comfort- 
able respite may follow thoracolumbar 
sympathectomy. 

Reference is made to therapy 
through theominal, containing pheno- 
barbital and theobromin; also to po- 
tassium thiocyanate, testosterone pro- 
pionate, and vitamins A (2,000,000 
units daily) and C in large quantities. 

Bibliography of 22 references. 


The Effect of Smoking Cigarettes 
on the Peripheral Blood Flow in 
Subjects in the Older Age Group 
with Coronary Arteriosclerosis 
and Hypertension. 

Haroip J. SrEwart; HELEN S. Has- 
KEL; and Hatta Brown. A. 
Heart J., 30:541-50 (Dec.), 1945. 
The effect of smoking standard cig- 

arettes on the peripheral blood flow 

was studied by means of a method by 
which the average amount of blood 
allotted to the periphery can be mea- 
sured in cubic centimeters per square 
meter of body surface per minute. The 
peripheral blood flow was thus meas- 
ured in 17 patients in the older age 
group up to 81 years who exhibited 
evidences of hypertension and coro- 
nary arteriosclerosis. The effects on 
the basal metabolic rate, blood pres- 
sure, and pulse rate were recorded. 

Studies were made before, during, 

and after smoking. All observations 

were made with patients in a basal 
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metabolic state at room temperature 
of 27°C. and 45 to 50 per cent hu- 
midity. 

As a result of smoking, the periph- 
eral blood flow decreased in 13 sub- 
jects and increased in 4. In the latter 
the peripheral blood flow decreased 
for single observations either during 
or after smoking, but not sufficiently 
to counterbalance the average trend of 
increase in peripheral blood flow for 
the entire period of observation. After 
cessation of smoking the peripheral 
blood flow continued to decrease in 
some and began to return toward the 
control levels in others. The blood 
pressure rose and the pulse rate in- 
creased in the group in which smoking 
decreased the peripheral blood flow, 
but were essentially unchanged in the 
group in which smoking increased the 
peripheral blood flow. 

The rectal. temperature rose as a 
result of smoking, whereas the aver- 
age skin temperature decreased. 

These changes resulting from smok- 
ing are similar to those occurring in 
normal subjects ; however, the changes 
in peripheral blood flow, blood pres- 
sure, heart rate, and rectal and aver- 
age skin temperature (especially of 
hands and feet) are less marked in 
patients in the later decades of life 
than in normal young subjects. 

1 table covering three pages, 1 fig- 
ure, 


The Diagnosis of Thrombo-Angiitis 
Obliterans and Peripheral Arterio- 
sclerosis. 

Paut S. LowensteEIn, J. Missouri M. 
A., 42:277-80 (May), 1945. 
Thrombo-angiitis obliterans 

(Buerger), in which veins as well as 

arteries are involved, is a disease of 

unknown etiology, affecting males al- 
most exclusively. It is generally ush- 
ered in by spontaneous intermittent 
claudication, which is a “cramping” 
sensation, and frequently by severe 
pain. When pain is extreme it is often 
difficult to relieve by opiates. Sudden 
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occlusion of a peripheral artery, oc- 
curring in a smaller group of patients, 
is indicated by severe pain in the foot, 
marked pallor, and coldness. The pain 
may subside within several days, and 
the pallor may give way to rubor and 
cyanosis, owing to reduced circulation 
secondary to vascular obstruction, 
with a compensatory dilation of the 
capillaries, followed by the develop- 
ment of the more typical syndrome of 
intermittent claudication. Many pa- 
tients first present themselves with 
one or more zones of necrosis on the 
toes, feet, or fingers. These may be- 
come manifest as extremely painful, 
slowly healing ulcers or as frank areas 
of more or less well-demarcated gan- 
grene. Frequently the immediately in- 
citing cause is a neglected fungus in- 
fection, infected ingrown toenails, 
frostbite, or trauma. 

Migrating phlebitis, which occurs in 
about 40 per cent of cases of thrombo- 
angiitis obliterans, is a characteristic 
feature of the disease; however, the 
diagnosis of thrombophlebitis without 
an attempt at finding the underlying 
cause is often responsible for unneces- 
sary delay in prosecuting treatment in 
this disease. 

In the examination of the extremi- 
ties at least four arterial pulsations 
should be sought for: the femoral, 
popliteal, dorsalis pedis, and posterior 
tibial in the lower limb; the axial, 
brachial, radial, and ulnar in the up- 
per. Presence or absence of these pul- 
sations is the most valuable sign in 
the detection cf peripheral vascular 
disease; and careful study frequently 
will reveal closure of peripheral ves- 
sels in early stages of thrombo-angiitis 
obliterans. 

Arteriosclerosis is probably related 
to change in cholesterol metabolism, 


and, in its severer forms, to intensifi- 


cation of the aging process of the 
body. In cases associated with diabetes ° 
mellitus the arterial changes appear 
earlier. Many such patients show cal- 
cification of the peripheral vessels, par- 
ticularly in the lower extremities ; 
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however, the essential process pro- 
ducing symptoms of arterial insuff- 
ciency is occlusion, and not the pres- 
ence of calcification. 

Among the common early symptoms 
are disturbances of sensation in feet 
and toes. Examination of the ex- 
tremities will usually reveal certain 
characteristic findings of deficient 
arterial flow with a diminished angle 
of circulatory sufficiency, manifested 
by pallor of the plantar aspect of the 
toes and feet. 

With more advanced circulatory in- 
volvement cyanosis may be observed, 
especially when evidence of ischemia 
is present; these signs are a frequent 
forerunner of gangrene. 


Coronary Thrombosis, Coronary 
Sclerosis, and Coronary Inflam- 
mation as Causes of A. V. Disturb- 
ances of Conduction and Affec- 
tions of Intraventricular Convey- 
ance, especially with Regard to 
Total A. V. Dissociation. (Coro- 
narthrombose,Coronalsklerose und 
Coronariitis als Ursache der a-v- 
und intraventrikularen Uberlei- 
tungs-Storungen, insbesondere der 
totalen a-v-Dissoziation.) 

B. Jasinski. Cardiologia, 10, No. 1- 
2 :57-83, 1946. 

Four cases of posterior wall infarc- 
tion are discussed. Thrombosis of the 
right coronary artery produces very 
severe disturbances of conduction, 
namely: (1) Temporary total dissocia- 
tion, followed by partial A. V. block 
or, in the case of a favorable course 
of the disease, by return to the sinus 
rhythm, (2) Initial partial A. V. block, 
followed by rapid evolution of total dis- 
sociation, in which case the prognosis 
is always very unfavorable. 

Kight cases of partial A. V. dissoci- 
ation due to coronary affection are 
described in detail. Two of the cases 
under observation showed a decidedly 
prolonged Q-T phase of 0.78 to 0.82, 
ascertained by means of electrocardi- 


ography. In both these cases extensive 
parietal endocarditis was found. 

One case of interstitial myocarditis 
is described in which total A. V. block 
and severe disturbances of auricular 
conduction were observed. 

The question of sino-auricular block 
is discussed. 

10 figures. Bibliography of 47 ref- 
erences. 


Leukencephalic Aspects of Cerebral 
Arteriosclerosis. (Sobre los aspec- 
tos leucoencefalosicos de la ar- 
terioesclerosis cerebral.) 

VicENTE Dimitri and JuLIo ARANO- 
vicH. Rev. neurol. de Buenos Aires, 
10, No. 3:290-305 (Sept.- Dec.), 
1945. 

A case of arteriosclerotic leuko-en- 
cephalosis, otherwise known as chronic 
progressive subcortical encephalopathy, 
or Binswanger’s disease, in a man 51 
years of age is described. The disease 
developed in the course of three years, 
showing pyramido - extrapyramidal 
symptomatology of pseudobulbar char- 
acter. 

Thorough study of the encephalon 
revealed the integrity of the cerebral 
cortex and the presence of foci of dis- 
integration in the white matter, com- 
bined with other areas of grayish as- 
pect and irregular disposition, corre- 
sponding with other demyelinized por- 
tions. Arteriosclerosis of atheromatous 
nature in the vessels of the encephalic 
base was also ascertained. 

Microscopic examination confirmed 
the condition of integrity of the cortex 
and revealed certain peculiarities of 
lesions of the white substance, of the 
oval center, and of the corona radiata. 
Arteriosclerosis of the vessels was de- 
tected in these particular areas, with 
the typical periadventitial’ prolifera- 
tions and consequent formation of 
plaques. 

Close relations of this disease are 
discussed with pyramido-extrapyram- 
idal hemiplegia; Foerster’s arterio- 
sclerotic rigidity; and intracerebral 
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sclerosis in disseminated foci of Foix 
and Chavany ; as well as the possibili- 
ties of association with other processes, 
such as arteriosclerosis of the small 
cortical vessels (hyaline degeneration 
of the smaller cerebral blood vessels), 
described by Alzheimer. 

12 figures. Bibliography of 16 ref- 
erences. 


TUBERCULOSIS 

The Problem of Tuberculosis in 
Old Age; Its Fundamental Im- 
portance in the Prophylaxis of 
the Disease. (O problema da tu- 
berculose na velhice; Sua import- 
ancia fundamental na profilaxia 
da doenga.) 

Dr. JosE FELDMAN (Sanatorio Mar- 
ques Lisboa). Laboratério Clinico, 
Rio, 25, No. 194:129-34 (May- 
June), 1945. 

It is generally agreed that the rate 
of mortality in tuberculosis is highest 
in the first six months of life, lowest 
between 5-14 years, and rises in ado- 
lescence and adult life. There is no 
unanimity of opinion about tubercu- 
losis in the old. There is a widespread 
conviction that tuberculosis need not 
be feared after the age of 30, and that 
after that age it will be benign and 
rarely fatal. This is a_ particularly 
harmful conviction because it is 
shared by a large number of general 
physicians upon whom falls the main 
responsibility for detecting and isolat- 
ing cases of tuberculosis. These phy- 
sicians do not examine older persons 
with sufficient care. Since from a 
study of contacts it has been proved 
that older persons are largely respons- 
ible for new cases, it is clear that they 
should be systematically examined. 

Tuberculosis in older persons 
should be considered serious because, 
unless marked symptoms occur, the 
older person remains at home and con- 
tinues to spread the disease. It is 
a mistake to suppose that tuberculosis 
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is either infrequent or benign in the 
old. Investigations have shown that 
the incidence of tuberculosis in the 
latter part of life is a problem that 
must be solved if prophylaxis is to be 
successful. 

The author studied the history and 
roentgenograms of patients over 40 
years of age admitted to the Sanatorio 
Marques Lisboa. From _ February 
1932 to December 1944, 2752 patients 
were admitted, of whom 320, or 11.6 
per cent, were over 40. The largest 
group (257 cases), or three fourths of 
the total, were between 40 and 50. Be- 
tween 51 and 60 there were 60 cases, 
and above 61 there were only 13 cases. 

The percentage of mortality in the 
different age groups was: 40-50, 
white, 41.6 per cent, Negro, 57.2 per 
cent ; 51-60, white, 47.6 per cent, Ne- 
gro, 40 per cent; 61+, white, 12 per 
cent, Negro, 60 per cent. These fig- 
ures include only deaths in the hos- 
pital. 

The figures would undoubtedly be 
higher if all discharged patients could 
be followed up, as many die at home. 
Nor do these figures represent the 
mass of the population, for older per- 
sons generally resist examination and 
refuse hospitalization. These charac- 
teristics are particularly true of the 
group with torpid tuberculosis with 
only moderate cough and slight fa- 
tigue. As fatigue is not so noticeable 
and fever and pain are much _ less 
marked at older ages, these patients 
refuse to leave home and to undergo 
treatment as long as they can lead a 
more or less normal life. These cases 
do not constitute the majority of the 
author’s cases. In his cases there was 
a distinct predominance of rapidly 
progressing exudative processes, at 
times true caseous pneumonias iden- 
tical with the tuberculosis of adoles- 
cence, and frequently terminal miliary 
forms. The predominance of these 
forms is reflected in the high rate of 
mortality; about 90 per cent of the 
deaths occurred in the first three 
months of hospitalization. 
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Some Minor Medical Maladies of 
Old Age. 


Trevor H. Howe vt. Practitioner, 156, 

No. 936 :444-49 (June), 1946. 

Old age is especially the period of 
minor maladies, that is, conditions that 
do not endanger life or greatly limit 
mental or physical activity, or, like 
bronchitis and hypertension, are not 
usually grave unless complicated by 
secondary factors. 

The author discusses bronchitis, hy- 
pertension, fibrositis, backache, disor- 
ders of the nervous system, disturb- 
ances of sleep, digestive disturbances, 
and disorders of metabolism. Treat- 
ment is suggested in each case. 

“Since trifling matters often distress 
the aged more than great ones,” con- 
cludes the author, “it is well . . . to 
give thought to their worries. The old 
need more consideration, not less than 
the young; and it is not an ignoble 
task to devote time to comforting those 
whose race is nearly run.” 


The Diagnosis of Thyrotoxicosis. 
Unysses Grant Datvey. J. Internat. 
Coll. Surgeons, 9 :466-74, 482 (July- 

August), 1946. 

One case of hyperthyroidism in the 
aged, including “apathetic hyperthy- 
roidism,” is reported, as follows: 

The patient, a colored woman aged 
55, who appeared to be older, was sent 
up from the South. There had been a 
long, undiagnosed illness, character- 
ized by loss of weight, tremor, heat in- 
tolerance, a generalized increase in 
pigmentation, drowsiness, fever, nitro- 
gen retention, obvious hypovitaminosis, 
and cardiorenal insufficiency. There 
were no ocular signs. When finally the 
basel metabolism was measured, high 
figures were obtained (plus 65, 70, and 
65). After preparation, operation was 
done in three stages. The patient left 
the hospital improved, but died a year 
later, presumably of cardiorenal dis- 
ease. 
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RING METHOD (1) drop one 
tablet in 4 cc. water. 


TURBIDITY METHOD (1) drop 
one tablet in 4 cc. water 


ALBUMINTEST 


Simple, Convenient Tablet Test 
For Qualitative Detection of Albumin 








Nonpoisonous Noncorrosive 


No Heating 


Adapted to both TURBIDITY and 
RING methods of testing. 








(2) float in 1 cc. urine. 


(2) drop in 1 cc. urine. 


Quick, reliable, conveniently carried, 
Albumintest is designed for use by 
physicians, laboratory technicians and 
public health workers. 
Bulk solutions may be made up in any 
quantity. 
Economical in bottles of 36 and 100. 
ORDER FROM YOUR DEALER. 




















(3) ring density indicates 


(3) degree of turbidity indi- 
presence of albumin. 


cates presence of albumin. 











A companion to Clinitest—Tablet Method for Urine-Sugar Analysis 


AMES COMPANY, Inc., Elkhart, Indiana 























Here’s how you cam balance nutrition in diets 


that patients will really like! 


MPAIRED digestion OF personal dis- Knox Gelatine stself can be com- 
likes often make the management pined with warm milk, or with fruit 
of geriatric diets a major problem. juices, tO supplement protein from 


other dietary sources. 


Pure Knox Gelatine can . : 
Knox Gelatine (U.S. P.) #8 all pro- 


in the widest variety of diets. Com- 7 ie ed 
rein, containing sugar oF artificial 


bined with eggs: fish, and precooke é 

= . flavoring: 
meats, 4S W ell as with vegetables and 
fruits, it provides an appetizing means FREE Diets and Recipes 
of adding sources of proteins - othet Specially prepared dietary booklets will 
dietary factors to the diet with free- be sent FREE upon request t0 Knox 
dom from monotony: Gelatine, Dept. 485; Johnstown, § 


Nox GELATINE © °° ee 


PLAIN, YNFLAVORED GELATINE..-ALt PROTEIN, NO SUGAR ——— 
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404 GERIATRICS 


Degenerative Joint Disease. 
Kprtor1AL. Arch. Phys. Med., 27 :437 

(July), 1946. 

Degenerative joint disease, though 
related to senescence, is not simply an 
ailment of old age. The primary change 
involved is degeneration of the mucoid 
matrix of articular cartilage, a tissue 
with limited autogenous reparative 
powers. Full understanding of the 
mechanism of degeneration awaits 
further data on the factors that con- 
trol maturation and senescence. There 
is evidence pointing to repeated me- 
chanical traumas as a causative (and 
to some degree preventable) factor. 

The individual’s hereditary endow- 
ment is coming to be recognized as a 
factor. Stecher, in an article on “Heber- 
den’s Nodes” in the same issue, shows 
that the incidence of the disease is re- 
lated to hereditary factors dependent 
on age, sex, and race; their presence 
indicates a person susceptible to de- 
generative arthritis elsewhere. 

Treatment of degenerative joint dis- 
ease is unsatisfactory and _ largely 
symptomatic. 
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ERIE CITY MANUFACTURING CO. 


1030 WEST 12th ST., ERIE, PA. 











Increasing Old Age Population 
Increases Constipation Disorders 





Today 20% of our population, or more than 26,000,000 persons in the 
U. S. are 45 years or older. Census experts estimate that within 25 years 
43,000,000 persons will be 50 years of age or more. The problem of 
constipation is an important one not only of the immediate present but 
of the future. 


provides a rational regime for the 
KO NSYL aged and aging—used successfully 
by many leading physicians. 


KONSYL promotes peristalsis by water retention and lubrication—and, 
especially important with elderly people, will not irritate even the most 
sensitive gastro-intestinal lining. It is an effective lubricant, easy to 
swallow and does not interfere with digestive process. 


KONSYL is the original concentrated vegetable mucilloid made from 
Plantago Ovata. It is non-habit forming, causes no leakage and is priced 
exceptionally low. Aged patients who have had difficulty with bowel 
movements for years will be delighted with the normal, easy elimination 
they receive with KONSYL. Write for clinical test sample and literature. 


SERVING PHYSICIANS SINCE 1885 


BURTON, PARSONS & COMPANY 


Washington, D.C. 
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Physiologic Re-education 


To Break a Laxative Habit 


Mucilose—highly concentrated psyllium hemicellulose—pro- 
vides bland, lubricating bulk . . . stimulates peristalsis physio- 
logically... promotes normal habits. The greater eflectiveness 


of smaller doses encourages patients to slay with the Mucilose 





bulk laxative regime. 

















Mucilose 


For Intestinal Bulk and Lubrication 


MUCILOSE absorbs nearly 50 times its 
weight of water to form bland lubri- 
cating bulk which gently stimulates 
peristalsis. Hypo-allergenic, free from ir- 


MUCILOSE 


nants 


ritants, non-digestible, non-absorbable. 


INDICATED in spastic and atonic con 
stipation, and as a dietary adjunct for 
the control of constipation in aged, con 
valescent and pregnant patients. 





DOSAGE: 1 Or 2 teaspoonfuls in a glass 
of any fluid once or twice daily, or may 
be placed on the tongue and washed 
down, or eaten with cereals or other 


foods. 


SUPPLIED in 4 07. bottles and 16 oz. 
containers. Also available as Mucilose 
Granules—a dosage form preferred by 
some patients, 
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DETROIT 31, MICHIGAN 


NEW YORK KANSAS CITY SAN FRANCISCO WINDSOR, ONTARIO SYDNEY, 


AUSTRALIA AUCKLAND, NEW ZEALAND 


Trade-Mark Mucilose Reg. U.S. Pat, Off. 
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spray-dried: 
brewer's Yeo 
tified with ribo 
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Gerilac -A DIETARY SUPPLEMEN®. FOR 
THE AGED. Gerilac contains spray-dried 
whole milk and skim milk and is forti- 
fied with vitamins A and D, B compiex 
C, together with niacinamide, mono- 
sodium phosphate and iron citrate. 
{vailable_at_pharmacies in 1-lb. tins. 


Gerilac 


A NEW DIETARY SUPPLEMENT FOR THE AGED 


‘ J 
(erilac basis is milk —nature’s most per-' 


fect food — modified to provide a high pro- 
tein and low fat content, with the addition 
of other dietary factors considered essential 
in geriatric nutrition... so that 
\ e 

ierilac supplies in one reliquefied pint at 
least one-third of the protein, a full allow- 
ance of each of the vitamins and minerals, 
and about one-tenth of the calories recom- 
mended for daily intake by the Food and 
Nutrition Board, National Research Council. 


1 e 
(ierilac offers these nutritional values in 
a palatable, easily consumed and readily 
digestible form {suitable for use as a bever- 
age or in Special Diets) It also lends itself 
ideally for the nutrition of convalescents 
and of pre- and postoperative cas 8. 


Pordens 


REG. US. PAT, OFF. 


PRESCRIPTION PRODUCTS DIVISION 


g50 MADISON AVENUE, NEW YORK 17,N. Y. 
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Write for 
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